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FOREWORD 


As human beings most people experience various kinds of emotional difficulties 
at some time or the other in their lives. These emotional problems are frequently 
related to several kinds of undesirable life experiences. Problems related to family, 
work, education, finance, health, marriage, relationships with other people and the 
like, are experienced by us from time to time. At times these problems may become 
sO severe and so unbearable that unpleasant symptoms of anxiety and depression 
may result, interfering with normal functioning. Such problems often present at 
primary care clinics in the guise of somatic complaints. Individuals experiencing such 
difficulties are best helped by psychotherapy rather than psychotropic medication. 


This manual has been written for the primary care physician, to provide an 
understanding of the origin of emotional problems, and the application of principles 
of psychotherapy to provide relief from these problems. It is my sincere wish that 
doctors would make use of the principle of psychotherapy outlined in this manual 
sO as to mitigate the emotional distress of their clientele. I wish them all the success 
in their endeavour. 


S.M. CHANNABASAVANNA 
Director 
NIMHANS 


PREFACE 


In recent years, there is a worldwide recognition of the role of primary health 
care sector in the recognition and management of mental health problems. Studies 
from India and abroad show that a sizeable percentage of subjects presenting at 
general medical settings have significant emotional distress. Neurotic disorders, 
adjustment reactions, psychosomatic disorders, and emotional reactions consequent 
to physical illnesses constitute the bulk of emotional problems seen at general medical 
settings. Unfortunately doctors are not adequately trained in the recognition and 
management of these problems. Hence individuals suffering from these disorders are 
inadequately treated. In situations where there are both significant emotional and 
physical problems treatment is often restricted to the physical component of the 
problem to the exclusion of emotional component. The approach of doctors is often 
disease oriented than person oriented. This practice inevitably results in patients 
being dissatisfied with the treatment provided. 


The National Mental Health Programme for India (1982) stressed the importance 
of integrating mental health care with general health care. To achieve this objective, 
training programmes in mental health care for primary care doctors were initiated 
at NIMHANS and several other centres in India. To facilitate the training, a manual 
of mental health for medical officers was developed (Isaac et al. 1985). 


The present manual is a supplement to the above manual. While the former 
manual provides a comprehensive description of mental disorders and their manage- 
ment, the present manual focusses on the application of psychotherapeutic techniques 
for emotional problems. It is hoped that this manual would serve as a useful adjunct 
for doctors to provide maximum relief to their patients. 


T.G. SRIRAM 

C.R. CHANDRASHEKAR 
M.K. ISAAC 

R. SRINIVASA MURTHY 
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Chapter I 
EMOTIONAL PROBLEMS IN PRIMARY HEALTH CARE 


Section 1: The Need 


Introduction: 


The National Health Policy 
(1982) of the country emphasises on 
the need for a shift from hospital 
care to community care. The larger 
goal of HEALTH FOR ALL BY 
2000 A.D. utilizes the Primary Health 
Care (PHC) approach. The central 
features of the PHC are universal 
coverage, acceptability, and accessi- 
bility of health care, and emphasis 
on physical, mental and social well 
being. In the last few years, the 
National Mental Health Programme 
(NMHP) (1982) has developed ap- 
proaches to reach the above goal in 
the area of psychological health. One 
of the objectives of the NMHP is 
“to encourage application of mental 
health knowledge in general health 
care and in social development’’. This 
brings to focus the importance of the 
primary care medical officers to meet 
the total needs of the individuals 
seeking their help. 


A number of training programmes 
in mental health care have been initiated 
for primary care physicians. Experi- 
ences gained by training hundreds 


of medical officers have underlined 
the importance of such training prog- 
ramme for the doctors’ clinical prac- 
tice. Further, a need was expressed 
by the medical officers for a greater 
exposure on psychotherapeutic as- 
pects of management. Hence a need 
was felt to develop a manual to 
enable the training of doctors in 
psychotherapeutic skills. This need 
can be better understood by consid- 
ering two questions (a) Are emotional 
problems frequently encountered by 
primary health care physicians? and 
(b) Are they equipped with the neces- 
sary skills to deal with the problems 
adequately? 


Let us examine these two issues. 


(a) Prevalence of emotional disorders 
and their presentation: 


Systematic surveys carried out in 
India and several other countries have 
shown that emotional problems are 
widely prevalent in the community. 
They are as common in the develop- 
ing countries as in the developed 
countries. They occur with equal fre- 
quency in urban as well as in rural 
areas and affect both the rich and 
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the poor. Most of these patients 
suffer from minor psychiatric prob- 
lems like neuroses, adjustment reac- 
tions and psychosomatic disorders, 
while a small proportion of subjects 
are afflicted by the severe forms 
of mental disorders termed psych- 
oses. Several studies have also 
been conducted in India in various 
health facilities like the primary 
health centres, general practice, 
hospital out-patients and in-pa- 
tients. These studies have found 
that anywhere between 20-50% of 
the patients attending these 
facilities have recognisable emo- 
tional problems with or without 
an associated physical illness. It 
has also been shown that these 
patients mainly emphasize their 
bodily symptoms even though the 
problem is of emotional nature. 
Some of the common symptoms 
that patients report include: 
headache, backache,  bodyache, 
chest pain, burning sensation in 
the eyes, etc. Physicians are often 
misled by these bodily complaints 
and fail to recognise the emotional 
nature of these complaints. These 
patients are frequently diagnosed 
based on their presenting com- 
plaints as ‘“‘myalgia’, ‘‘general 
weakness ’’, ““back-ache’’, and so on. 
Sometimes patients are subject to 
unnecessary investigations. The most 


common treatment prescribed in- 
clude vitamins and tonics. However, 
these drugs produce only minimal 
improvement. Even when emotional 
problems are recognised, treatment 
is restricted to the mere prescription 
of minor tranquilizers like diazepam 
or antidepressant drugs like imip- 
ramine. 


(b) Undergraduate training in mental 
health: 


The current undergraduate 
teaching programmes do _ not 
adequately focus on the teaching 
of mental health in general, and 
psychotherapeutic skills in particu- 
lar. The approach is often disease 
oriented than patient oriented. Un- 
derstanding and management of an 
individual’s problem is frequently 
restricted to the physical aspects 
alone. We may have learnt to per- 
form a detailed and systematic phys- 
ical examination of a patient with 
pulmonary tuberculosis, but may 
not have been taught to enquire 
what his reactions are about the 
illness. Doctors may show adequate 
knowledge about drugs, dosage, 
side effect and duration of treatment 
for a patient with peptic ulcer, but 
may seldom try to ascertain the 
individual’s life situation in relation 
to the onset of the disease. A sur- 
geon efficient in surgical techniques 
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often fails to enquire the patients’ 
anxieties about the surgery. This lack 
of exposure to behavioural aspects 
of medicine and psycho- therapeutic 
aspects of care has resulted in a lack 
of holistic approach to care. The 
emphasis on physical methods of 
treatment to the exclusion of psycho- 
social components of care makes the 
treatment incomplete and leads to 
patient’s dissatisfaction. For example, 
studies have shown that recovery after 
Surgery is delayed if the individual 
has emotional problems, and _ that 
such recovery could be hastened by 
attention to the associated emotional 
disturbance. Similar findings 


have been observed in other illnesses 
like myocardial -infarction. These 
points highlight the need for health 
care providers to the aware of emo- 
tional problems in their clinetele. 


This manual is aimed- to enable 
primary care medical officers to rec- 
Ognize emotional problems in their 
patients and apply psychotherapeu- 
tic and counselling methods to man- 
age these problems. 


For better understanding, 
this manual should be used in con- 
junction with other manuals of men- 
tal health for primary care physi- 
cians. 


SUMMARY 


* A large number of people seeking help at various health clinics have 


recognisable emotional problems. 


* These problems are most often not identified. Even when they are 
identified treatment is restricted to the prescription of drugs. 


* Psychotherapeutic skills enhance the effectiveness of medical officers. 


+ EMOTIONAL PROBLEMS IN PRIMARY HEALTH CARE 


Section 2: Mind and Body: Relationship between emotional factors 
and bodily illness 


Mental functioning and bodily 
functioning are intimately related. 
Each influences the other in health 
and illness. When we are mentally 
upset, we experience a number of 
uncomfortable bodily sensations. 
When our body systems do not func- 
tion properly, we are not mentally 
relaxed. Let us examine the various 
types of associations between emo- 
tional processes and bodily illnesses. 


(a) Emotional factors can play a causal 
role in bodily illness: 


There are several disorders, espe- 
cially those termed psychosomatic dis- 
orders, where psychological factors 
like mental tensions and worries play 
an important role in the development 
of bodily illnesses. Some of these 
conditions include peptic ulcer, hyper- 
tension, bronchial asthma, ulcerative 
colitis, rheumatoid arthritis, certain 
skin rashes and migraine. Studies 
have shown that individuals suffering 
from depression are prone to develop 
many types of physical illnesses. Even 
conditions like cancer are known to 
develop following the occurrence of 
major distressing events in a person’s 
life. 


(b) Emotional problems can present 
with bodily complaints: 


Several mental disorders, espe- 
cially the neurotic illnesses, manifest 


with a variety of bodily complaints. 
A person with anxiety experiences 
several uncomfortable bodily 
symptoms which include palpitations, 
sweating, tremors, dryness of mouth, 
discomfort in the abdomen, loose 
motions etc. Similarly, depressed pa- 
tients often report aches and pains 
of various body parts, tiredness, 
weight loss, constipation and sexual 
dysfunction. Many patients with 
neurosis have an excessive preoccupa- 
tion with the functioning of their 
body parts. 


(c) Emotional symptoms can be part 
of a bodily illness: 


Physical illnesses may present 
with mental symptoms as well. For 
example, a person with anaemia fre- 
quently complains of anxiety, tired- 
ness, lack of energy and disturbed 
sleep. Hypothyroidism often man- 
ifests with memory disturbances, de- 
pression, lack of concentration and 
tiredness. Symptoms of anxiety are 
reported by patients with ischaemic 
heart disease and thyrotoxicosis. 


(d) Emotional problems can occur as 
a reaction to bodily illness: 


Physical illnesses frequently result 
in emotional disturbances. There are 
several undesirable emotional consequ- 
ences that result from life threatening 
or chronic physical illnesses. These 
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include, the physical disability pro- 
duced by the illness, financial difficul- 
ties, occupational difficulties, difficul- 
ties in family life and sexual difficulties. 
As a result, people experience varying 
degrees of anxiety and depression. Fear 
of death may accompany illnesses like 
myocardial infarction. Similarly, vari- 
Ous types of emotional disturbances, 
principally depression, are a common 
manifestation of terminal illnesses like 
cancer. 


Physical illness 


EFFECT 


The following figure illustrates (Symptom) 
these various kinds of mind-body in- 
teractions. 


SUMMARY 
* Mental functions and bodily functions are closely related. 
* Emotional factors can cause bodily illness. 


* Emotional problems can present with bodily symptoms. 
* Emotional symptoms can be part of bodily illness. 
* Emotional problems can occur as a reaction to bodily illness. 
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Section 3: Understanding the terms Psychotherapy and Counselling 


As human beings we experience 
mental tensions from time to time. 
These may be the result of certain 
adverse life situations or may be the 
consequence of certain conflicts. 
When such life stressors or conflicts 
are severe, we may develop distres- 
sing emotional symptoms. These in- 
clude, anxiety, irritability, lack of 
concentration, sleep disturbance, dis- 
tinterest in day-to-day activites, and 
helplessness. Treatment methods 
most effective in these situations in- 
volve the principles of Psychotherapy 
and Counselling. The focus of treat- 
ment is to communicate with the 
individual in distress, understand the 
source of the problem, and utilize 
specific psychological remedies to 
deal with the problems effectively. 


Two common examples can illus- 
trate the nature of emotional prob- 
lems and the helping process. 


In Mahabharatha, the Pandavas 
and Kauravas reach the point of war 
which begins at Kurukshethra. Ar- 
juna, realizing that he has to fight 
with his teachers, friends and relatives 
is overcome by feelings of helpless- 
ness and indecision. He is seized with 
the conflict between his duties (fight 
the war) and the consequences (death 
and destruction). 


At this point Lord Krishna helps 
him to understand the reality in its 


true perspective and helps Arjuna 
resolve the conflict. The process of 
helping that is described in Bhagavad 
Gita consists of (i) allowing Arjuna 
to share his mental distress and tur- 
moil (ii) providing emotional support 
and (iii) providing a broader under- 
standing of life and death. As it 
happened, Arjuna was able to fight 
the war and achieve success. 


One of the famous Jataka tales 
of Lord Buddha illustrates another 
aspect of the helping process. 


A lady once approached Lord 
Buddha with the dead body of her 
son with a request to give life to her 
dead son. She relates with sorrow 
how her son was the only reason for 
her living and life would be totally 
meaningless without him. Lord 
Buddha promises to bring back her 
son’s life provided she brought some 
mustard seeds from any house where 
there was no death at all. The lady 
goes around the village asking for 
mustard seeds, but returns to say 
that she found no house without 
death. At this point, Lord Buddha 
relates to her the cycle of life and 
death, and the inevitable end of all 
life. The lady’s distress comes down 
as she understands the larger meaning 
of death. Lord Buddha helped her 
by (i) providing an opportunity for 
her to share her sorrow (ii) enabling 
her to understand that death and 
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suffering are universal (iii) providing 
her a new direction for her life with- 
out her son. 


Similar examples exist in several 
other religious texts. 


Psychotherapy has been defined 
in various ways. Briefly it can be 
defined as ‘the treatment of 
emotional and/or related bodily 
problems by psychological means’. 
By the term ‘psychological means’ 
is meant a number of techniques 
which are mediated by verbal in- 
teraction (listening and talking). To 
put it in another way, in psycho- 
therapy, the helping person attempts 
to relieve an individual’s distress by 
facilitating changes in his feelings, 
attitudes and behaviour by means 
of verbal and emotional communica- 
tion. 


Counselling refers to professional 
assistance given to a variety of 
problems which include educational, 
work and health related problems. 


Discussion and advice are the princi- 
pal methods employed in counselling. 


There are certain minor differ- 
ences between psychotherapy and 
counselling. Firstly, while psycho- 
therapy is applied for people who 
manifest emotional problems, coun- 
selling may often be helpful for heal- 
thy individuals when they have prob- 
lems. For example, a student might 
want to know the best method of 
studying. He is counselled approp- 
riately about the study methods. Sec- 
ondly, psychotherapy often deals with 
unconscious mental processes (i.e., 
mental processes of which the indi- 
vidual is not fully aware), while coun- 
selling is restricted to conscious men- 
tal events. Thirdly, the level of under- 
standing of the patient’s problems 
and the solutions offered are more 
intense in psychotherapy. Often the 
individual’s past experiences as well 
as relationships with other people are 
explored in great detail in an attempt 
to understand his current problems. 


SUMMARY 


* As human beings we experience varying degrees of emotional problems 


from time to time. 


* Techniques of psychotherapy and counselling are helpful in situations where 


emotional problems are the result of mental conflicts or difficulties in life. 
* Psychotherapy refers to the treatment of emotional or related bodily 
problems by psychological means. 
* Counselling refers to professional assistance given to a variety of problems 
by discussion and advice. 


Chapter II 
ORIGIN OF EMOTIONAL PROBLEMS 


Section 1: Life Stressors 


Emotional problems and minor 
psychiatric disorders like neurosis are 
frequently related to several 
psychological and _ social factors. 
These could be in the form of various 
external pressures (stress factors), in- 
ternal pressures (conflicts), or be- 
cause of faulty learning. 


As human beings we are exposed 
to a number of events in our lives. 
Some of these life events are unde- 
sirable. These undesirable events pro- 
duce a mental disequilibrium in us, 
necessitating adjustment. These vari- 
ous life events could be classified as 
follows: 


1. Family and Social: Interpersonal 
problems within the family, trou- 
ble with neighbours, son or 
daughter leaving home, illnesses 
in family members, alcoholism in 
a relative, interpersonal problems 
with in-laws, role conflicts, etc. 


2. Work: Unemployment, over- 
work, suspension, dismissal, 
transfer, trouble with colleagues, 
failure to get promotion, dissatis- 
faction with the type of work, and 
dissatisfaction with remuneration. 


3. Financial: Financial loss, loss of 


crops, large loans, difficulty in 
maintaining the family due to 
inadequate income. 


. Marital and Sexual: Marital dis- 


Satisfaction, separation, divorce, 
extra marital relationships, prob- 
lems related to dowry and sexual 
problems. 


. Health: Illnesses which are life 


threatening like cancer, myocar- 
dial infarction; illnesses which 
produce disability like fractures 
and dislocations, congestive car- 
diac failure, chronic obstructive 
airway disease; and _ illnesses 
which are perceived as a stigma, 
like leprosy. 


. Education: Inability to pursue the 


desired educational course, diffi- 
culty in coping with studies, fai- 
lure in examination. 


. Bereavement: Death of spouse, 


parent, child, close relative or 
friend. 


. Personal: Failure to fulfill ambi- 


tions, dissappointment in love etc. 


. Legal: Legal disputes, violation 


of law, detention in jail. 
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\U. Migration: Change of residence 
to another city, state or country. 


What do people do when faced 
with such stress factors? People 
employ several strategies called cop- 
ing mechanisms to deal with their 
difficulties. In other words, coping 
mechanisms are conscious mental or 
behavioural strategies that are adopted 
by people to tackle stressors or mitigate 
the effect of stressors. Coping 
mechanisms can be healthy or unheal- 
thy. The healthy coping mechanisms 
are as follows: 


A. Strategies aimed at resolution of 
the problems: 


1. Problem solving techniques: 
This consists of the following 
steps (a) Evaluation of the 
problem or problems in terms 
of their magnitude and the 
existing resources to deal with 
the same (b) Formulating alter- 
native solutions (c) choosing 
the appropriate solution (d) 
Applying the appropriate solu- 
tion to examine its effective- 
ness. 


2. Discussion with family mem- 
bers and friends: A better un- 
derstanding of the problem and 
the possible solutions is 
achieved by discussion with 
family members and friends. 
Further, they can _ provide 
adequate support to the patient 
to enable him to overcome the 
crisis situation. 


3. Consulting an expert adviser or 
counsellor: When the stressor 
is of such a nature that problem 
solving techniques generated 
by the patient and support from 
the family members fail to be 
effective, often an expert ad- 
viser, for example the village 
leader or counsellor may ena- 
ble the subject to deal with 
his difficulties. 


B. Strategies aimed at minimizing the 
effect of the stress factor: 


1. Change of environment: Some- 
times a change of environment 
brings down the distress pro- 
duced by a chronic stress and 
provides the person’ with 
enough strength to deal with 
his problem. 

2. Physical activity: Many indi- 
viduals engage in physical ac- 
tivities as a form of diversion 
from their worries. Involving 
oneself in work, physical exer- 
cises, and sports are some of 
the common strategies 
employed by people. 

3. Mental activity: Mental activity 
is another form of diversion. 
Activities like reading, writing, 
listening to music and medita- 
tion are often helpful. 


4. Visiting places of worship: 
Some people derive solace from 
visiting places of worship. Faith 
sustains the individual’s strength 
to deal with his difficulties. 
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5. Seeking support from others: 
Other people in the social en- 
vironment like family members 
and friends may provide the 
needed support to the patient. 
Social welfare organisations, 
religious organisations and vol- 
untary agencies are frequently 
helpful. 


6. Psychological acceptance: 
Often people learn to accept 
an inevitable situation by com- 
paring their difficulties with 
those of others — “After all 
my troubles are much less com- 
pared to his’. Others may at- 
tribute their difficulties to 
Karma of Fate — “What is 
destined will occur”. Some may 
even look at the positive effect 
of the stressors — ‘‘Every event 
is an experience to me and I 
shall learn from it.” 


While these are healthy 
mechanisms to deal with stressors, 
others may use unhealthy means of 
dealing with them. Some may avoid 
all forms of difficulties. Some indi- 
viduals become excessively dependent 
on others. Others may start abusing 
drugs . 


In general, people cope with 
stress factors better if the stress is 
single, of a mild nature, if similar 
stress has been experienced earlier, 
if similar stress has been experienced 
earlier, if adequate preparation has 
occurred to deal with the stressor, 


and when support from others is 
available. Emotional problems result 
when people cannot cope with the 
stressors or where they use faulty 
methods of coping. 

Illustrative case history: Mr. K, 
a 40 year old male, working as a 
village accountant came for consulta- 
tion with symptoms of tiredness, pali- 
tations and sleep disturbance, of 2 
months duration. On further enquiry, 
he also reported experiencing 
symptoms of anxiety and depression. 
During subsequent interviews, it was 
evident that a number of undersirable 
events had occurred in his life and 
had caused his emotional problems. 
His wife had been suffering from 
attacks of migraine since several years 
which had increased in frequency and 
intensity. Three months prior to his 
present consultation, he was diag- 
nosed to be suffering from diabetes 
mellitus. As a consequence patient 
became apprehensive as to whether 
he would develop a life threatening 
complication of the illness. A week 
after the diagnosis of diabetes mel- 
litus, his sone met with a road acci- 
dent and sustained a fracture. Ten 
days prior to his consultation, his 
brother was suspended from his job, 
apparently because of financial mis- 
management. Patient reported being 
very upset as a result of all these 
incidents. 

The above case history clearly 
illustrates how recent life events pre- 
cipitate an emotional disturbance. 
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SUMMARY 


As human beings we experience a number of stresses in our lives. Some 
of the important stresses are in the following areas: family, social, financial, 
work, marital, sexual, separation/bereavement, education and health. 


People employ different strategies called coping mechanisms to deal with 
the stressors. These are consciously applied mental and behavioural 
strategies to resolve the stressor or to mitigate the effect of the stressor. 


Coping mechanisms can be healthy or unhealthy. Healthy coping mechanisms 


include problem solving, discussing with family members and friends, 
change of environment, physical activity, mental activity, visiting places 
of worship, seeking support from others, and psychological acceptance. 


Unhealthy coping mechanisms include excessive dependency, total avoidance 
of the stressor, drug or alcohoi abuse. 


Emotional problems or physical illhealth may be the result of inadequate 
coping of the stressful situation or because of the use of faulty coping 
methods. 


eh ee hd 
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Section 2: Conflicts 


In the previous section we noted 
that a number of environmental stress 
factors (external pressures) can pro- 
duce emotional disturbance. Emo- 
tional disturbance can also be the 
result of conflicts (internal pressures). 


What do we mean by the term 
conflict? As human beings we experi- 
ence various needs, deficiencies and 
desires from time to time. Sometimes 
we become aware of these needs/de- 
ficiencies/desires so strongly that we 
seek to fulfill them immediately. If 
there is any hindrance to the fulfill- 
ment of these needs, then we experi- 
ence a conflict or mental struggle. 
Such conflicts can also arise when 
we are faced with two opposing needs 
and we have to choose between the 
two. The following examples illustrate 
the nature of conflicts. 


Example I: An employee working in 
his home town gets a promotion-cum- 
transfer. If he accepts the transfer, 
he has to move away from his town 
leaving his aged parents, wife and 
children. If he remains in his home 
town he gets no promotion. This 
results in a conflict. 


Example 2: A young unmarried per- 
son experiences sexual needs. How- 
ever, there are barriers to his im- 
mediate marriage since he has elder 
sisters who are yet to be married. If 
he attempts to fulfill his desires, he 
may feel that he is vrolating social 


norms. If he does not do so, he 
continues to experience strong sexual 
needs. This results in a conflict. 


Example 3: A student has a strong 
desire to become an engineer. How- 
ever his parents to whom he has 
great regards always wanted him to 
become a doctor. Having to choose 
between these two alternative pro- 
duces a conflict. 


How are conflicts dealt with? 
There are certain processes called 
defence mechanisms which serve to 
reduce the tension produced by the 
conflicts. These are mental processes 
of which we are generally unconscious 
and which serve to reduce the mental 
disturbance produced by the conflicts. 


The following are examples of 
some defence mechanisms: 


1. Denial: The existence of some- 
thing that can induce a conflict 
is denied. For example, we often 
read about accidents/deaths etc. 
But we use the defence of denial 
to prevent the painful awareness 
of reality that these things can 
occur to ourselves. 


The use of denial as a 
defence can be noticed in persons 
with alcoholism, who often state 
that consumption of alcohol has 
never been a problem to them. 
Similarly, the initial reaction to 
the diagnosis of a threatening 
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illness like cancer is one of the 
denial. 


2. Projection: In this defence, the 
person attributes his unacceptable 
feelings/desires/deficiencies to the 
external world. A_ well-known 
proverb exemplifies this ““A bad 
workman fights with his tools’. 


3. Rationalization: The conflicts as- 
sociated with unmet needs or 
deficiencies are reduced by jus- 
tifying statements. Another well- 
known tale illustrates the point: 
‘The fox which could not reach 
for the grapes went away saying 
“chi, these grapes are sour” ’. 


4. Somatization: In this form of de- 
fence, the conflicts are expressed 
in the form of bodily symptoms 
instead of being experienced 
psychologically. This kind of de- 
fence is understandable from the 
saying “the pain of the mind is 
worse than the pain of the body”’. 
In our country especially, bodily 
manifestations of psychological 
problems is a common presenta- 
tion. 


5. Dissociation: In this defence there 
is a temporary but drastic mod- 
ification of character or personal 
identify to avoid emotional dis- 
tress. 


Example: Ms. R., a young woman 
of rural background was reported to 
be possessed by evil spirits. During 
these attacks of possession, R’s 


personal appearance would become 
dishevelled, and her voice, louder. 
She would claim that she is the spirit 
of Janaki, her friend, who had died 
6 months ago. These possession at- 
tacks would last about 15 minutes to 
half an hour each time, after which 
R would have no knowledge of what 
occurred during these episodes. Dur- 
ing one of these episodes the ‘spirit 
of Janaki’ suddenly warned Krishna, 
R’s husband, and Yashodha, her 
mother-in-law to stop illtreating R, 
failing which they would face dire 
consequences. Following this, there 
was an improvement in the relation- 
ships in R’s family. 


The above case history illustrates 
how R’s conflict was resolved through 
possession attacks, which are cultur- 
ally accepted dissociative states. 


6. Conversion: The conflict resolu- 
tion occurs through the develop- 
ment of a bodily symptom which 
resembles a physical illness. A 
variety of manifestations like tre- 
mors, paralysis, hiccups, hyper- 
ventilation, gait disturbances, ab- 
normal body posture or move- 
ments occur. Since the symptoms 
occur to reduce mental tension, 
the person often displays indiffer- 
ence towards the physical man- 
ifestation. This is called ‘la belle 
indifference’. Sometimes the bod- 
ily symptom may be a symbolic 
representation of the conflict. For 
example, a mother who feels 
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guilty at having slapped her child 
in a fit of anger might develop 
a ‘paralysis’ of the hand. 


7. Displacement: In this defence, the 
unpleasant emotional feelings like 
anger or anxiety are transferred 
to another non-threatening object 
when direct expression of these 
feelings are unacceptable. 


Example: A 45 year old engineer 
presented with history suggestive of 
anxiety neurosis of several years du- 
ration. One of his main problems 
was his frequent angry outbursts at 
his secretary. On further enquiry, it 
was evident that patient had strained 
relationship with his wife. The anger 
at his wife was being displaced on 
to his secretary. 


8. Asceticism: In this defence, the 
pleasurable aspects of a desire are 
eliminated and gratification is de- 
rived by renunciation. This defence 
is illustrated by the saying of 
Buddha that desire is the cause 
of unhappiness and the means of 
overcoming this is to getting rid 
of the desire. 

9. Humour: The unacceptable or dis- 
tressing feelings are expressed 
without personal discomfort or un- 
pleasant effect on others. We often 
see this in newspapers and 
magazines in the form of cartoons 
and jokes. For example, the pain- 


IS 


ful awareness about inflation mi 
be converted into a joke ‘What 
goes up and never comes down?”’ 
“The cost of living!” 


10. Sublimation: The wishes/impulses 
which are unacceptable are expres- 
sed through socially acceptable 
outlets. For example, a person 
with aggressive impulses becomes 
a sportsman or joins the military 
service. 


It is important to note that these 
defence mechanisms are generally ‘“‘un- 
“conscious”. That is, we are not gener- 
ally aware of the operation of these 
mechanisms in our day to day life. 
They are not always pathological. To 
a certain extent they are normal 
phenomena and employed by all of 
us at different times. Some defences 
like asceticism, humour and sublima- 
tion are classified as mature defences. 
People employing these defences make 
a healthy adjustment and do not de- 
velop emotional problems. Emotional 
problems arise because the conflicts 
are so severe that the defences are 
ineffective. An analogy can be drawn 
to a bodily process. When a person 
smokes, the epithelial lining of the air 
passages undergoes metaplasa, chang- 
ing from columnar epithelium to squa- 
mous epithelium. This protects the tissue 
from irritation. However, when the per- 
son continues to smoke excessively, 
a carcinomatous change may set in. 


* 
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SUMMARY 
We experience various forms of needs, desires and deficiencies from time to time. 
When these needs, deficiencies and desires are not fulfilled due to a perceived 
barrier, we experience a conflict. 
Certain mental mechanisms, of which we are generally not conscious, help to 
reduce the mental struggle. Some of these defence mechanisms include denial, 
projection, rationalization, somatization, conversion, dissociation, displacement, 
asceticism, humour and sublimation. 
To a certain extent, defence mechanisms serve a protective function. Defences 
like asceticism, humour and sublimation are mature defences. 
Mental disorders result when unhealthy defences are used or when healthy 
defences break down. 
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Section 3: Faulty Learning 


Sometimes emotional problems or 
abnormal behaviour arise neither be- 
Cause we are exposed to internal pres- 
sures nor because of external stressors, 
but mainly because we have learnt 
things the wrong way or we have not 
learnt the right things adequately. 


What is learning? Learning refers 
to a relatively enduring change in be- 
haviour brought about by practice or 
experience. 


How does learning (and faulty 
learning) occur? There are three princi- 
pal methods by which learning occurs, 
namely classical conditioning, operant 
conditioning and social learning. 


1. Classical conditioning: The Russian 
Nobel Laureate Ivan Pavlov de- 
monstrated this type of learning in 
dogs. Just before presenting food to 
the: dog, a bell was rung regularly. 
Presentation of food elicited saliva- 
tion in the dog which was measured 
quantitatively. After several trials of 
combining the bell and the food, 
the bell alone was rung without 
presenting the food. This itself re- 
sulted in salivation. This method of 
learning is called classical conditioning 
and is illustrated as follows: 


During conditioning: 


Bell 
of 
Food — > Salivation 
(unconditioned (unconditioned 
stimulus) response ) 


After conditioning: 


Bell —> Salivation 
(conditioned (conditioned 
stimulus) response) 


That is, the dog had learnt to 
salivate to the bell even though such 
a stimulus would not normally elicit 
salivation. 


Does classical conditioning explain 
the occurrence of emotional disorders? 
Two scientists conducted an experi- 
ment with an eleven month old infant 
called Albert. Albert had learnt playing 
with rabbits without fear. Subsequently 
whenever Albert tried to reach for 
the rabbit, a loud and unpleasant sound 
was presented. After several such trials, 
the very appearance of the rabbit 
caused Albert to become fearful and 
withdraw i.e., Albert had learnt to 
fear the rabbit just because the rabbit 
was presented with another fear induc- 
ing object. This may be one of the 
ways in which human fears originate. 


2. Operant conditioning: This is also 
called as instrumental conditioning. 
The American scientist B.F. Skin- 
ner demonstrated this kind of 
learning. A rat is placed in a 
specially designed box. There is a 
bar inside the box, which when 
pressed, yields a pellet of food. 
The rat accidentally presses the 
bar, which yields a pellet of food. 
Subsequently, the rat /earns to 
repeatedly press the bar to get 
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lood. Here, food positively rein- 
forces (that is increases the occurr- 
ence of) the response (bar press). 


How does operant conditioning 
explain mental disorders? Certain ab- 
normal behaviours can be maintained 
because they are positively reinforced. 
For example, children may persistently 
display temper tantrums because each 
time such behaviour was displayed, it 
was positively reinforced by im- 
mediately fulfilling the child’s needs. 
The pathological gambling displayed 
by some adults may be because they 
have obtained reinforcements (re- 
wards) from time to time. 


Techniques of operant condition- 
ing are frequently applied in the man- 
agement of several disorders. Rein- 
forcement is the strategy most fre- 
quently used. Behaviour that is desir- 
able and which has to be enhanced is 


positively reinforced. Behaviour that is 
undesirable is not reinforced or nega- 
tively reinforced. As a consequence, 
desirable behaviour occurs more fre- 
quently. These principles can be 
utilised beneficially in certain clinical 
conditions like chronic pain and depre- 
ssion. 


3. Social learning: Learning also oc- 
curs through observation and im- 
itation. For example, we acquire 
certain behaviours by imitating 
our teachers and elders. This has 
also been demonstrated experi- 
mentally. A child who observed 
a model striking a doll repeated 
the same behaviour. This type of 
learning is also called modelling. 
Social learning may explain why 
in some families, more than one 
family member has the same type 
of complaint eg. headache. 


SUMMARY 
* Learning refers to relatively enduring change in behaviour brought about 


by practice or experience. 


* Classical conditioning, operant conditioning and social learning are the 


methods by which learning occurs. 


* Emotional and behavioural problems may be the consequence of learning 
inappro- priate patterns of behaviour or from failing to learn the appropriate 
responses adequately. 


Chapter III 
THE HELPING PROCESS 


Section 1: Techniques of Interviewing 


An interview is a conversational 
interaction between two _ individuals. 
It has both diagnostic and therapeutic 
functions. A good interview is indis- 
pensable to understand the patient’s 
problem and arrive at a diagnosis. 
Interview is the medium by which 
relief of symptoms is brought about 
using various psychotherapeutic 
techniques. An interview encompas- 
ses both verbal (what is said) and 
non-verbal (eye contact, facial expres- 
sion, gestures) components. Both 
these components are important in 
a psychotherapeutic interview. 


How to begin an interview: The 
interview is best conducted in a room 
with adequate privacy, where inter- 
ruptions are minimal. There should 
be minimal background noise. The 
doctor should be relaxed and not 
hurry through the interview. The pa- 
tient should be offered a comfortable 
chair. A good beginning is offered 
by the doctor greeting the patient 
with a smile and making an opening 
for the patient to speak. 

“Good morning, Please take 
your seat. What is the reason for 
your consultation”? 


The doctor then slowly proceeds 
to enquire about patient’s problems. 
During the interview the doctor 
should allow the patient to talk freely. 
He should avoid unnecessary inter- 
ruptions which may block patient’s 
communication. As the patient is 
speaking, the doctor actively listens 
to what the patient is saying and also 
observes the _ patient’s _ facial 
expressions and gestures. When the 
individual is narrating an emotion- 
laden event, vegetative responses in 
the form of rapid breathing, tremul- 
ousness, clammy hands, stammering, 
etc. may be observed. 


In order to achieve the best re- 
sults, it is essential to be aware of 
the desirable and undesirable re- 
sponses in an interview. Certain ver- 
bal and non-verbal responses of the 
doctor facilitate communication, 
while others would tend to block it. 
These are illustrated below: 


Non verbal communication 


A. Desirable responses: 
1. Eye Contact: There should be 
adequate eye contact with the 
patient. This can be achieved 
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by the doctor and the subject 
being seated face to face with 
an optimum distance of three 
to four feet separating them. 
If the patient avoids eye contact, 
it is best not to enforce it. 


. Gestures: Gestures are actions 


made with different parts of 
the body. Gestures should be 
appropriate to what is being 
said. Gestures, like head-nod- 
ding conveys to the patient the 
doctors’ interest in the patient’s 
problem and facilitates the pa- 
tient to talk more freely about 
his difficulties. 


. Facial expression: It is impor- 


tant for the doctor to de- 
monstrate interest and atten- 
tion while listening to the pa- 
tient. The doctor’s facial ap- 
pearance should be pleasant to 
the patient. Interposing the 
conversation with smiles brings 
greater ease to the interview 
situation. 


B. Undesirable responses: 


1. Facial expression: The doctor 


should avoid expressions of 
irritability, annoyance, anxi- 
ety or lack of interest. These 
will hinder patient’s flow of 
speech. 


. Gestures and mannerisms: 


Yawning, wriggling, tapping 
the chair, scratching hair, look- 
ing at the watch, and distractive 
movements should be avoided. 


Verbal Communication 


A. Desirable responses: 
1. Conveying interest: The doctor 


should communicate interest in 
the patient as a person. Re- 
membering and repeating the 
details mentioned by the pa- 
tient is a means of conveying 
interest. Addressing the person 
by name _ indicates’ the 
therapist’s interest in the pa- 
tient. 


. Conveying acceptance: During 


the interview, the patient may 
express a problem which may 
appear silly or _ ridiculous. 
Whatever be the nature of the 
patient’s problems, the doctor 
should convey his acceptance 
of the patient. 


. Conveying willingness to help: 


The doctor should convey his 
willingness to help with state- 
ments like: 

“T understand your difficulties. 
Please feel free to talk about 
your problems so that we can 
find solutions together’’. 


. Conveying understanding of 


the problem: It is not just 
sufficient that the therapist 
understands the problem. This 
understanding must be con- 
veyed to the patient with 
statements like “‘It must have 
really upset you’’, “‘you must 
have been extremely annoyed 
by his attitude”’ etc. 
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5. Conveying reassurance: Reas- 


surance is necessary when the 
patient has severe anxiety or 
when the person expresses re- 
peated doubts and feels unsure 
or insecure. 


. Directing the conversation: 
During the interview, some- 
times patient may digress from 
the central problem. Patient 
_ should be brought back to the 
topic by gentle reminder and 
indirect questioning like ‘“‘you 
were telling about the problem 
earlier. Could you tell me more 
about it’’. 

. Facilitating the flow of speech: 
During the course of therapy, 
patient might pause or even 
lose track of the main theme. 
The flow of speech can be 
facilitated by repeating the last 
words or sentences uttered by 
the patient “you were say- 
ing...”’, “what happened after 
that incident” etc. 


B. Undesirable responses: 


1. Avoid exclamations of surprise: 


This may embarrass the patient 
and may even be _ counter- 
therapeutic. 


Example: Patient: | did not at- 
tend my sister's wedding. 
Doctor : My God! I can't im- 
agine you doing that! (x) 
Doctor : There must have been 
some good reason for that (V) 


2. Avoid expressions of overcon- 
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cern: While it is necessary to 
express concern when it is ap- 
propriate, Overconcern, is not 
appropriate. 

Example: Patient : I feel like 
ending my life. 

Doctor: Oh no! Please don't 
do anything like that. (xX) 


Doctor: What brings on these 


feelings. (V) 


. Avoid moralistic judgements : 


The doctor’s purpose must be 
to treat the patient and not to 
make moralistic judgements. 
Right or wrong are strictly not 
professional issues. 


Example: Patient : I had sexual 
relationship with a lady friend. 
Doctor : You have done a wrong 
thing. (X) 

Doctor : How did it happen? 
(V) 


. Aviod criticizing the patient: 


Criticisms can worsen the pa- 
tient’s symptoms. 

Example: Patient : I have not 
been going for work these days. 
Doctor : Most of the problems 
in this world are because of 
lazy people like you. (xX) 
Doctor : What is the reason for 


this? (V) 


. Avoid making false promises : 


False promises will be easily 
seen through by the patient, 
COMMUNITY HEALTH CELB 
326, V Main, | Block 
Korameng?'9 
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If the doctor does not fulfill the 
promises, it will arouse doubts 
about the credibility of the doc- 
tor in the patient’s mind. 
Example: Patient: Will I be- 
come totally alright? 

Doctor: I don’t think there is 
any doubt at all. (X) 


Doctor: I shall try my best to 
help you. (V) 


. Aviod boasting: Patient con- 


sults the doctor to get his prob- 
lem relieved and not to listen 
to the doctor’s capabilities. 


Example: Patient: Doctor, are 
you sure you can handle my 
problem? 

Doctor: No doubt at all. I have 
cured hundreds of cases like 
yours. (X) 

Doctor: I have handled such 
problems in the past and can 
do my best to help you also. 


(V) 


. Avoid scolding or threatening 


the patient : This will adversely 
affect the doctor-patient re- 
lationship. 


Example: Patient: I will not be 


able to come next week as you 
had asked me. 


Doctor: It is none of my concern. 
You only are the loser. (x) 
Doctor : If you have an impor- 
tant engagement we can fix up 
another appointment. (\) 


8. 


10. 


Avoid sharing your own prob- 
lem with that of the patient : 
This may undermine the doc- 
tor’s competence to help solve 
others problems. 

Example: Patient: My wife 
often gets irritable and shouts 
at me. 


Doctor: I have the same prob- 
lem with my wife too. (X) 


Doctor: What situations bring 
up such behaviour. (V) 


. Avoid interrupting the patient 


or cutting the patient short : 


Example: Patient: The other 
day when I had gone to my 
friend’s house, this event oc- 
curred... 


Doctor: That is alright. There 
is no time to discuss these 
matters. (X) 


Doctor: Tell me more about it. 


(V) 


Avoid imposing your own val- 
ues on the patient: Each per- 
son is unique and has _ his 
right to pursue his own in- 
terests and uphold his values. 


Example: Patient: I like read- 
ing history a lot. 


Doctor: What is there in his- 
tory? why don’t you read more 
science books like me? (x) 
Doctor: That is interesting. 
What is the the reason for your 
special interest in history. (V) 


11. 


12. 


THE HELPING PROCESS 24 


Avoid belittling (depreciating) 
the patient: Often persons with 
emotional problems have 
poor self esteem. Hence to 
remove their distress the doc- 
tor should appreciate the de- 


sirable qualities of the patient - 


rather than belittling. 


Example: Patient: I am very 
good at acting. 


Doctor: So what? What use 
has it been to you? (x) 


Doctor: I am glad to know 
that. Tell me more about it. 


(V) 


De not reject the patient : 
Rejection will further lower 
the patient’s already low self 
esteem. 


Example: Patient: I have de- 
veloped this headache again. 


Doctor: You are telling me 
about the same_ problem. 
Don’t come to me with the 
same problem again and 
again. (x) 

Doctor: What has brought on 
the headache this time. (V) 


. Avoid premature interpreta- 


tions : Efforts must be first 
made to fully understand the 
patient’s problem. Often this 
may require considerable 
time. Hasty interpretations 
can result in erroneous con- 
clusions. 


14. 


15. 


Example: Patient: In the asi 
few weeks I have been feeling 
tired. 


Doctor: This is because you 
do not want to work. (x) 


Doctor: What have been the 
other difficulties that you have 
been experiencing since the last 


few weeks? (V) 


Avoid being excessively curi- 
ous : The doctor’s aim must 
be to mitigate the suffering 
of the person and not to 
satisfy his own curiosity. 


Example: Patient: I have done 
certain things that I do not 
want to talk about. 


Doctor: You should never hide 
anything from a doctor. (X) 
Doctor: Does that upset you? 
(V) 

Aviod asking questions in a 


direct and embarrassing man- 
ner: The patient will perceive 


the doctor as ‘crude’ and 
would not respond 
adequately. 


Example: Patient: I have been 
upset about my _ relationship 
with my husband these days. 


Doctor: Is it because he is 
beating you? (xX) 

Doctor: Could you tell me 
more about it? (V) 


. Avoid forcing the patient to 


talk when he is unwilling: 


1. 
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Sometimes patient’s conflict 
may be too anxiety provoking 
for him to discuss it. In such 
circumstances it is better to 
explore in a gradual fashion. 


Example: Patient: I don’t feel 
like talking about some of my 
problems. 

Doctor: If you don’t talk about 
it, I can’t help you. (X) 
Doctor: Perhaps you would like 
to discuss about it another time. 


(V) 


Avoid taking sides: If you take 
sides you will be inviting disple- 
asure from significant other 
people. Thus, even though you 
may bring immediate satisfac- 
tion to the patient, it will prove 
harmful in the long run. 
Example: Patient: My mother- 
in-law abuses me for trivial 
reasons. 

Doctor: Your mother-in-law is 
such a bad person. (X) 


Doctor: What makes her do 
that? (V) 


18. Avoid getting angry with the 


patient : If the doctor shows 
unnecessary anger towards pa- 
tients, it may reflect his own 
emotional problems. While 
some patients may induce irri- 
tation in the doctor, it is advis- 
able to understand the cause 
of the patient’s behaviour 
rather than to react to it. 


19. 


20. 


Example: Patient: | am sorry 
I came late. 


Doctor: You totally lack discip- 
line. I hate this kind of indis- 
cipline. (X) 

Doctor: Please try to be punc- 
tual henceforth. (V) 


Avoid arguing with the patient: 
Arguments will not convince 
the patient. Only gradual exp- 
loration of the patient’s prob- 
lems through a trusting re- 
lationship will enable the pa- 
tient to understanding the ori- 
gin of his symptoms. 
Example: Patient: I think I 
have some neurological prob- 
lem. 


Doctor: I don’t think so. Are 
you questioning my _ judge- 
ment? (X) 

Patient: But I have this con- 
stant pain in my head. 


Doctor: I told you already. 
Do you think I do not know 
how to recognise a neurolog- 
ical problem? (xX) 


Doctor: We shall find out that. 
Could we discuss more about 
your life situation? (V) 


Do not do more talking than 
the patient : Listening is a 
much better _ therapeutic 
agent. After all, the patient 
comes to the doctor to get 
the weight off his chest. — 
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Example: Patient: Doctor, an tell you something. These 
incident occurred a few days days... (X) 
ago. 


Doctor: Tell me more about 
Doctor: Before that I want to it (V) 


SUMMARY 


An interview is a conversational interaction between two persons. It 
includes verbal and non-verbal components. 


The doctor should be aware of the desirable and undesirable responses 
in an interview. Desirable responses in a non-verbal communication include 
maintenance of eye contact, showing appropriate gestures and facial 
expression. 


Undesirable responses in a non-verbal communication include expressions 
of irritability, apathy, actions like tapping the table, looking at the watch, 
distractive movements etc. 

Desirable responses in a verbal communication include conveying interest, 
understanding, acceptance, willingness to help, reassurance, facilitating 
the direction and flow of communication, and facilitating the flow of speech. 


Undesirable responses in verbal communication include, exclamations of 
surprise, overconcern, moralistic judgement, criticizing, making false 
promises, boasting, scolding or threatening, interrupting unnecessarily, 
imposing one’s own values on the patient, belittling, rejecting, making 
premature interpretations, being unduly curious, asking questions in an 
embarrassing manner, forcing the patient to talk when he is unwilling, 
taking sides, arguing and expending more time in talking than listening. 
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Section 2: The Progress of Therapy 


Introduction 


Usually the therapy proceeds 
through three broad phases, namely: 
an initial phase, a middle phase, and 
a terminal phase. These phases are 
not rigidly delineated and the progress 
from one phase to another will vary 
from patient to patient . However 
certain major themes can be identified 
in each of these phases. 


The Initial Phase 


The focus of this phase of therapy 
is to get a clear understanding of the 
nature and cause of the patient’s 
problem and to provide an explana- 
tion of the nature of therapy. This 
phase usually lasts two or four ses- 
sions and includes the following steps. 


a. Evaluation of the Patient: A de- 
tailed evaluation is a prerequisite 
before beginning therapy. In addi- 
tion to the history from the patient 
additional information may be ob- 
tained from the family members 
or friends when necessary. Follow- 
ing this, a detailed examination 
of the physical and mental state 
is carried out. The decision to use 
drugs is made depending on the 
nature and_ severity of the 
symptoms. If the individual has 
disabling symptoms of anxiety or 
depression, drugs like diazepam 
5-15 mg. per day or imipramine 
50-75 mg. per day are used as 


part of the treatment along with 
psychological therapy. [For details 
see Manual of Mental Health for 
Medical Officers developed by 
Isaac et al (1985)]. 


. Explanation of the nature of treat- 


ment: It is not uncommon for pa- 
tients to view their problems as 
medical conditions even though 
they suffer from a primary emo- 
tional disturbance. As a result they 
expect to be treated by medicines 
(tablets and injections). They do 
not readily accept the possibility 
of resolving their difficulties by 
talking with the doctor. Hence it 
is necessary that the doctor explain 
in detail the psychotherapeutic in- 
tervention that is being recom- 
mended as the main treatment. 
The doctor could give an explana- 
tion as follows: 

“T understand that you have been 
suffering from symptoms of 
for many years. I have examined 
you fully and find that there is no 
physical illness. Frequently these 
kinds of difficulties can result from 
emotional problems. Happiness 
and health go together. When we 
become unhappy we may develop 
various bodily symptoms. I feel 
that you can benefit by a better 
understanding of your life situation 
and your difficulties. I feel that 
such an effort can’ lead to relief 
from your symptoms’. 
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It is important to avoid con- 
veying the nature of the problems 
to the patient in a blunt manner 
like ‘You are suffering from men- 
tal weakness’’, ‘“You have a mental 
disorder”, “There is nothing 
wrong with you” or “It is all in 
your mind”’. 


. Development of an empathic re- 
lationship: The doctor should at- 
tempt to build a trusting relation- 
ship with the patient to enable 
the patient to share his difficulties. 
Empathy is the process by which 
the doctor attempts to understand 
the emotional state of the patient 
by trying to place himself in the 
patient’s situation. This is in con- 
trast to sympathy where the depth 
of emotional involvement is lesser. 
Often the very process of empathic 
understanding greatly relieves the 
patient’s distress. The doctor 
should also assure total confiden- 
tiality so that the patient can relate 
without inhibitions. 

. Exploration of the problems and 
stress factors: The doctor should 
initiate attempts to understand the 
specific stress factors or conflicts 
which have been responsible for 
the patient’s emotional difficulties. 
This is frequently a slow process 
and may extend on to the next 
phase of therapy. 


The Middle Phase 


This phase which usually takes 


about three to five sessions focusses 


on the problems and the application 
of specific therapeutic techniques to 
deal with these problems. 


a. Strengthening of the therapeutic re- 
lationship: As the patient and the 
doctor continue to interact, the 
therapeutic relationship becomes 
stronger. The individual becomes 
more open to understand the 
source of his problems and try 
different methods of dealing with 
his difficulties. 


b. Further understanding of the pa- 
tient’s life situation: By a process 
of listening to the life history of 
the patient, the doctor gets a fuller 
picture of the patient’s problems. 
During this phase some individuals 
may continue to experience anxi- 
ety about discussing their problems 
because of the fear that the doctor 
may disapprove them. In the in- 
teraction, this ‘resistance’ man- 
ifests itself in the form of long 
pauses, silences, diverting the topic 
or becoming very anxious and say- 
ing “I have told you everything”’. 
The doctor should handle such 
blocks by gently reassuring the 
patient and conveying his positive 
regard irrespective of what the 
patient reveals. 


c. Application of therapeutic 
techniques: The doctor uses a 
number of techniques to alleviate 
the patient’s emotional distress. 
Some of these techniques are 
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ventilation, abreaction, suggestion, 
persuasion, reinforcement, reassur- 
ance and explanation. These are 
described in greater detail in sec- 
tion 4. 


. Enabling the development of in- 


sight: Insight refers to the under- 
standing by the patient, of the 
origin and nature of his problems. 
Through the. use of the above 
mentioned techniques, the 
therapist enables the development 
of insight. The patient becomes 
aware of the causal link between 
the conflicts/stress factors and the 
symptoms. 


The End Phase 


The next 3-4 sessions constitute 


the terminal phase. It includes: 


a. 


Strengthening of insight: Patient’s 
understanding of the problem is 
strengthened by restating the sa- 
lient themes that emerge during 
therapy. The therapist might 
clarify as follows: 


“From our discussion I under- 
stand that your symptoms become 
worse whenever you are con- 
fronted by your dominating father. 
And you deal with such a situation 
by avoidance”’. 


In a different clinical situa- 
tion, the explanation could be as 
follows: 


“So your headaches occur 
mainly when you are overworked. 


And you have been unable to 
express your resentment against 
your boss for making you work 
overtime. Is that right?” 


b. Reinforcing the patient’s improve- 
ment: As the therapy continues, 
the patient learns new methods of 
dealing with his difficulties, and 
simultaneously his symptoms re- 
duce. The doctor should positively 
reinforce the patient’s improve- 
ment — “I am happy to note that 
you are able to deal with your 
problems better now. If you con- 
tinue to work along the same lines, 
I am sure you will be fully capable 
of managing by yourself’. 


c. Preparing the patient for termina- 
tion of treatment: This is done in 
a gradual fashion. The therapy 
sessions are spaced out, thus pav- 
ing way for a formal termination. 
Sometimes patients might resist 
termination of therapy because of 
the belief that the doctor will be 
ever present to solve all their prob- 
lems. This is called dependence. 
The therapist must undo this de- 
pendence by gently bringing it to 
the patient’s notice. 


How frequently should the patient be 
seen for psychotherapy? 


Usually seeing the patient about 
once a week for psychotherapy ses- 
sions is sufficient. But in crisis situ- 
ations like suicidal threats, it may be 
preferable to see the patient more 
frequently i.e., once in two or three 
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days. Once the patient has shown 
Satisfactory improvement, it is suffi- 
cient to see the patient once in a 
month. 


What should be the length of each 
session? 


In general, the length of sessions 
ranges from few minutes to 30 mi- 
nutes. But this can be adjusted by 


the doctor based on his working pat- 
tern and the needs of the patient. 


How many sessions are required for 
patients to improve sufficiently? 


There is no hard and fast rule 
about the number of sessions. Most 
patients may require between 5-10 
sessions. However, improvement may 
be seen earlier or later than this. 


and a terminal phase. 


is undertaken. 


SUMMARY 
* The progress of therapy can be divided into an initial phase, middle phase 


* In the initial phase, a comprehensive assessment of the patient’s problem 
is carried out, rapport is built up and probing for conflicts/stress factors 


* In the middle phase, the therapeutic relationship is strengthened and 
specific therapeutic techniques are used to alleviate patient’s suffering. 


* In the terminal phase, patient’s insight into his problem is strengthened, 
and preparation made for termination of therapy. 


Most patients improve over 5-10 sessions carried out at weekly intervals. 
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Section 3: Exploration of Conflicts/Stress Factors 


Identification of conflicts and 
stress factors is a skill. This skill has 
to be mastered by practice. In a 
previous chapter, it was noted that 
psychological problems most often 
manifest with bodily symptoms. Ini- 
tially patients may even deny the 
presence of psychological symptoms. 
Generally people are much more 
comfortable acknowledging a bodily 
illness than a psychological problem 
because of the fear that they may 
be considered mentally weak. At- 
tempts to elicit stress factors and 
conflicts can result in a negative re- 
sponse. Hence efforts should be made 
to understand the problem in a sys- 
tematic fashion. 


1. Assure confidentiality. No person 
would like his problem to be dis- 
cussed in a casual manner. Some 
of the patient’s difficulties can per- 
tain to the most personal aspects 
of his life. Treat all communication 
as privileged communication. 
Avoid discussing patient’s prob- 
lems with others. 


2. Establish Rapport. A trusting re- 
lationship between the doctor and 
the patient facilitates the progress 
of therapy. In some patients, de- 
velopment of rapport may be a 
slow process. Hence do not be in 
a hurry. 


3. Once rapport is established obtain 
more details with Open ended 


questions. The interviewer can pro- 
ceed along the following lines. 


“Often we find that the 
symptoms like the ones you are 
experiencing are related to difficul- 
ties in life. Do you have any such 
difficulties?” 

Another good opening is to 
try to find out when the symptom 
started and then to explore what 
happened in the person’s life 
around that time. 


. If open ended ,enquiry does not 


yield satisfactory results, then pro- 
ceed with Specific enquiry. Explore 
the areas of work, family, finance, 
etc. 

“Tell me more about your 
family. Who are all staying with 
you? Are they maintaining good 
health?’ and so on. While enquir- 
ing look for subtle cues including 
non-verbal cues that the patient 
may be offering. When a specific 
theme is presented, pick up the 
theme and continue further rather 
than hastily jumping from one 
theme to another. 


. When enquiry from the patient 


does not yield satisfactory results, 
enquire from significant others. 
Close friends or relatives may 
often provide valuable clues about 
patient’s problem, when patient 
himself is hesitant to talk about 
the problem directly. 
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The following interview with a 
patient referred for psychiatric evalu- 
ation illustrates the method of enquiry. 


A forty year old lady with no 
known history of physical illness was 
brought with the symptom of episodic 
weakness of the left upper and lower 
limbs associated with fainting attacks. 
After a detailed evaluation, the at- 
tacks were found to be functional. 
The doctor proceeded as follows: 


Doctor : How is your sleep these days? 
Patient : Not good. I sleep poorly. 
Patient : How is your appetite? 
Patient : J do not eat much. 
Doctor : Have you been preoccupied 
about anything recently? 

Patient : (Hesitantly) Nothing. Every- 
thing is alright. 

Doctor : Sometimes mental worries 
can produce these kinds of symptoms. 
Do you have any such difficulties? 
Patient : Nothing really. Just like in 
any other family. 

Doctor : (Encouragingly) Could you 
tell me more? 

Patient : Well, I am a bit worried 
about my children. They do not have 
permanent employment. One of them 
injured both his thumbs while working 
with machinery. He has some difficul- 
ties using his thumbs. 


Doctor : Yes... 
Patient : There are three daughters. 
One of them is married. Two 


daughters are unmarried. 


Doctor : What are their ages? 


Patient : Twenty-seven and twenty- 
one. We are planning the marriage 
of the elder one. 


Doctor : What about your husband? 
Patient : He is aged. He is not working 
since the last ten years. 

Is he healthy? 


Patient : He is physically weak. He 
takes alcohol daily. 


Doctor : 


Doctor : Has there been any problem 
in your relationship because of his 
alcohol use? 


Patient : No. He takes proper care 
of me since the onset of my illness. 


Doctor : Do you worry about all 
these problems? 


Patient : (Now visibly upset) From 
time to time. 


In the subsequent part of the 
interview patient also described ex- 
periencing symptoms of anxiety and 
depression. 


This case illustrates a number of 
points with respect to interviewing. 


a. Patient’s initial presentation 
suggests that there is nothing 
wrong with the mind and ‘every- 
thing is in the body’. This is a 
very common form of presenta- 
tion. Many patients in our country 
present with chronic pain without 
any explicable organic aetiology. 
When questioned about depressive 
symptoms they often say that they 
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are depressed because of the pain. 
In reality they are primarily depre- 
ssed individuals who mainly high- 
light their pain complaint to the 
doctor. 


The interviewer in this case has 
resorted to open ended enquiry 
at every Stage. 


The interviewer has picked up the 
themes presented by the patient 
and has proceeded to clarify 
further. For example, the patient 
slowly begins to talk about her 
difficulties when she says that her 
problems are ‘like in any other 
family’. One might easily tend to 
presume that nothing really serious 
is bothering the patient and stop 
probing further. At another stage, 


the patient also gives a clue about 
her relationship with her husband. 
‘He takes good care of me since 
the onset of my illness’. This 
suggests that prior to the illness, 
the relationship with the husband 
was not harmonious. 


d) Following the onset of patient’s 
illness, the family situation has 
eased out. Thus gain from the 
illness is evident in this case. 


What if even a systematic enquiry 
fails to elicit conflicts/stressors? May 
be they are too deep and the patient 
is resistant to talk; about the same. 
Or may be there are not any. This will 
however occur only in small percen- 
tage of cases. Such patients are pre- 
ferably referred for specialist opinion. 


SUMMARY 
Identification of conflicts/stress factors is an art. Sometimes the process 


may be slow. 
Assure 
Establish 

Ask 

Enquire 


Confidentiality. 
Rapport. 


Open ended questions. 
Specifically about stress factors 
Significant others. 


Interview 


It includes the following steps. 


Remember the mnemonic CROSS 
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Section 4: Some Commonly Applied Psychotherapeutic Techniques 


There are several different types 
of psychotherapies. However, what 
we need to understand are the impor- 
tant components of these different 
therapies, especially those that can 
be applied at primary health care. 
A brief description of these 
techniques are provided, with case 
examples to illustrate some of the 
techniques. 


1. Ventilation: As was noted earlier, 
people often go through many ad- 
verse life experiences. Often these 
experiences involve the subjects’ 
very personal aspects of life. As 
a consequence emotions get bot- 
tled up and result in a variety of 
symptoms. In such situations, the 
very process of facilitating 
the individual to talk about his 
suppressed experiences will bring 
down the distress. As the proverb 
goes ‘Joy shared is doubled. Sor- 
row shared is halved’. This process 
of allowing the release of bottled 
up emotions is called ventilation. 


Example: Mr. N, a 45 years old 
male presented with a history of 
experiencing uncomfortable sensa- 
tions all over the body, especially 
over the face, which was of three 
years duration. He reported feel- 
ing intensely anxious and depre- 
ssed as a result of his symptom, 
which he felt, indicated a serious 
physical illness. After performing 


a detailed physical examination 
and ruling out any physical illness, 
the therapist initiated psycho- 
therapeutic sessions with the 
patient. During the sessions, it 
became evident that the patient’s 
symptoms were related to several 
stress factors. He had a large fam- 
ily of 8 children, six of them were 
females. His income was _in- 
adequate to support his family. 
He also reported strained relation- 
ships with his brothers. During 
the therapy sessions, the therapist 
maintained a supportive attitude 
and listened to the patient’s dif- 
ficulties. Following the release of 
his emotional distress during the 
sessions, he felt relieved of his 
bodily discomfort. During sub- 
sequent follow up whenever he 
was confronted with difficult life 
situations, he would ventilate his 
feelings to the therapist, which 
would bring relief to him and 
enable him to cope up with his 
difficulties. 


. Abreaction: This is a process simi- 


lar to ventilation. The only differ- 
ence is that the degree of emo- 
tional release is much greater here. 
The patient might burst out sob- 
bing while recounting his experi- 
ences. In such circumstances, the 
therapist allows the person to ab- 
react without interrupting him. 
The process can be facilitated by 
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such statements as “It must have 
been very difficult for you” or “I 
understand how sad you must be 
feeling” etc. 


Example: Miss B, a young girl 
aged 20 years presented with prob- 
lems of 1 year duration. The 
symptoms began after her sister 
committed suicide following a dis- 
appointed love affair. At the time 
of examination, patient was in a 
severe state of depression. Patient 
was started on imipramine hyd- 
rochloride 50 mg per day, and 
was simultaneously taken up for 
psychotherapeutic help. In one of 
the sessions, patient narrated the 
circumstances of her sister’s death. 
Patient arrived at the scene just 
too late and saw her sister burning 
after having poured kerosene and 
setting herself on fire. When she 
related all this, she was very tearful 
and burst out sobbing, expressing 
her helplessness and guilt about 
her sister’s death. With the facili- 
tation of the release of her intense 
emotional distress and the as- 
sociated guilt, her depressive 
symptoms gradually came down. 


Reassurance: Often we come ac- 
ross patients who have marked 
anxiety over their symptoms. For 
example, a person experiencing 
chest pain may fear that it is 
indicative of a serious physical 
illness. Similarly many other pa- 
tients express doubts as to whether 


they would get well at all. In such 
situations it is necessary to al- 
leviate the person’s anxiety by 
reassuring statements like, ““You 
do not have a serious problem. I 
am confident that you will get 
well’. 


Example: A 35 year old married 
lady was brought by her husband 
with the symptoms of episodes 
of bizarre movements of the body 
of 6 months duration. Detailed 
examination of the patient did 
not reveal any physical abnormal- 
ity. During the subsequent inter- 
views, patient revealed that two 
women in her village had de- 
veloped cancer, and one of them 
had died. Both had apparently 
become obese before developing 
cancer. She was worried that she 
had also developed cancer as she 
had become obese _ recently. 
When she requested her husband 
for a medical evaluation, he ap- 
parently ignored the suggestion 
as he felt that it was not neces- 
sary. Following this, she de- 
veloped bizarre body movements 
which were indicative of hysteria. 
The therapist explained to the 
patient about the symptoms of 
cancer and reassured her that 
examination did not reveal any 
evidence of cancer. After such 
reassurances patient’s hysterical 
symptoms disappeared and she 
no longer held the belief that 
she had cancer. 
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While reassurance helps to re- 
lieve individuals’ undue anxieties, 
it is important not to reassure 
inappropriately. One should first 
attempt to understand the patient’s 
problem clearly. 


. Explanation: Patients and family 
members may often have an in- 
adequate understanding of the na- 
ture and cause of the illness result- 
ing in anxiety about the illness. 
Explanations should be provided 
to remove misconceptions and to 
provide a proper understanding of 
the problem. 


Example: A 25 year old lady pre- 
sented to the doctor with headache 
of 2 years duration. She also 
acknowledged feelings of anxiety 
and depression. Examination did 
not reveal any evidence of organic 
cause for the headache. The doctor 
gave the following explanation: ‘I 
understand that you are suffering 
from headache. However, 
headaches are not always due to 
diseases of the brain. Mental up- 
sets often produce headache. 
When we are upset, the muscles 
of our head and neck become 
tense. That is why we experience 
headache”. 


. Suggestion: Suggestion is a process 
by which symptoms relief is 
achieved through positive state- 
ments made with a degree of firm- 
ness and authority. Suggestion 
often works well when the subject 


displays a high degree of faith in 
the doctor. Examples of suggestive 
Statements include: 


“You will feel confident hence- 
forth”’ 


“You will not experience headache 
any more’’. etc. 


Suggestion is especially beneficial 
in neurotic and psychosomatic con- 
ditions. It must however be re- 
membered that other techniques 
have to be employed along with 
suggestion. For example, sugges- 
tion might help the removal of a 
hysterical symptom. However, 
further exploration may be neces- 
sary to understand the cause of 
the hysterical symptom. Based on 
the cause of the problem, more 
specific treatment needs to be in- 
stituted. 


. Persuasion: Persuasion is a proce- 


dure by which the therapist urges 
the patient repeatedly to change 
his behaviour or to try new 
methods of dealing with his prob- 
lem. For example, during therapy, 
one may find that the patient has 
understood the nature of his prob- 
lem, but is making no effort to 
put that understanding into prac- 
tice. By repeating the messages 
forcefully, one achieves a change 
of behaviour. 


. Reinforcement: Reinforcements or 


rewards are potent methods to 
enhance the desired behaviour. 
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They can be verbal or material in 
nature. Verbal reinforcers include 
statements like “you have done 
well’, “‘excellent’’, “I am happy 
that you have begun to work’’ 
etc. Such statements should be 
associated with the appropriate 
gestures. Material reinforcers are 
often used in children. For exam- 
ple, eatables or play materials can 
be given immediately after the 
child shows desirable behaviour. 
Reinforcement is most effective 
when the following two points are 
considered. 


a. Reinforcement should not be 
done when it is not warranted. 
For example, providing rein- 
forcement for a person when 
he does not show the desired 
behaviour would make it mean- 
ingless. 


b. Reinforcement should be im- 
mediate for it to be most effec- 
tive. If given after a long delay, 
it will not be effective. 


. Recreation: All of us require recre- 


ation from time to time. It helps 
us break the monotony of our 
work. Recreation is especially re- 
quired for subjects who have de- 
veloped emotional problems as a 
result of having to _ perform 
monotonous and hard work. The 
doctor could suggest such activities 
like listening to radio, going for 
a movie/drama, playing indoor 


games, attending bhajans, 
‘harikathas’ or other religious dis- 
courses, playing with children or 
going out for a refreshing walk. 
Literate subjects may also derive 
pleasure by reading books or 
novels or even by creative writing. 


. Work as therapy: Work is an im- 


portant form of therapy for many 
types of emotional problems. 
When a person engages in work, 
his preoccupation with his prob- 
lems get lessened. It enhances his 
self esteem since he is not depen- 
dent on others. Sometimes work 
may even be a healthy way of 
resolving conflicts. 


Example: Mrs. K, a 45 year old 
lady came to the primary health 
centre with multiple bodily com- 
plaints of 3 years durtion. After 
detailed evaluation she was found 
to be suffering from depression. 
Further enquiry revealed that her 
symptoms had started following 
the death of her mother. Five 
years prior to her mother’s death 
a quarrel had ensued between her 
and her mother, after which pa- 
tient has stopped visiting her 
mother. As a consequence patient 
harboured intense guilt feelings 
for not having resolved her discord 
with her mother and for not having 
been present at the time of her 
mother’s death. During therapy 
the doctor suggested that she could 
come to the hospital to assist 
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female patients who were under- 
going treatment. Patient came 
regularly to the hospital during 
her leisure time to help elderly 
female patients. This resulted in 
a resolution of her conflict and 
her depressive symptoms im- 
proved. 


Relaxation: Relaxation is a 
technique especially useful for an- 
xious individuals. When a person 
is tense, his muscles are in a 
state of contraction, and this pro- 
duces muscular pains. By volun- 
tary effort the individual can learn 
to relax his muscles and experi- 
ence relief from tension pains. 
Relaxation is also beneficial for 
a variety of psychosomatic prob- 
lems like hypertension, peptic 


ulcer/hyperacidity, bronchial 
asthma, and migraine. 

The person should first 
choose a room with low 


background noise. He should be 
seated in a comfortable chair or 
assume a lying posture. With 
closed eyes the individual starts 
breathing slowly and deeply. 
Gradually he makes a voluntary 
effort to relax each part of the 
body from head to foot. After 
about 15 minutes the subject ex- 
periences a fairly deep state of 
relaxation. This procedure is car- 
ried out everyday for a period 
of 2-4 weeks. Other techniques 
like Shavasana and Yogasana 
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have also been proved to be 
beneficial to reduce mental ten- 
sion and restore physical health. 


Involvement of the family mem- 
bers: Family members have to 
be frequently involved in the 
management of the patient’s 
problems. There are several 
reasons why involvement of the 
family members is necessary. (a) 
Patient’s problems might be the 
result of disturbed communica- 
tion within the family. (b) Family 
members may provide additional 
information to understand the na- 
ture of patient’s problem. (c) 
Family members will be able to 
supplement the therapy by pro- 
viding the required emotional 
support and assistance to the pa- 
tient. (d) Patient’s illness might 
be the result of an emotional 
problem in another member of 
the family. For example, al- 
coholism in the husband may be 
responsible for depressive illness 
of the spouse. In such cir- 
cumstances attempts should be 
made to treat the person concerned. 


Utilization of community resources: 


In some places it may be possible 
to obtain support from resources 
that are available in the commun- 
ity. People often consult religious 
leaders or village leaders in times 
of difficulties to derive emotional 
or financial support. 
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Miscellaneous Therapeutic Techniques 


. 


Use of stories and excerpts from 
epics: Sometimes the use of folk 
tales and excerpts from epics like 
Ramayana/Mahabharatha, The 
Bible, or the Quran can have 
therapeutic value in appropriate 
circumstances. Their acceptability 
lies in the fact that they have a 
ready appeal to people. 


Example 1: A lady in a village 
was rearing a mongoose. One day 
she goes out to fetch water, leaving 
her baby along with the mongoose. 
As she is returning, the mongoose 
comes towards her, with blood 
stains over its mouth. One seeing 
the blood stained animal, the lady 
immediately concludes that the 
mongoose had killed her child, 
and with a pot of water instantly 
kills the mongoose. However, on 
entering the house, she finds her 
child safe, and playing in the cra- 
dle. By the side of the cradle she 
sees a dead snake. Only then she 
realizes her mistake. Alas! She 
had impulsively killed the 
mongoose which had saved her 
child. 


This folktale illustrates the 
point that one should not jump 
into conclusions based on incom- 
plete information. This story is 
relevant for certain emotionally 
disturbed individuals who display 
irrational ideas based on incom- 
plete information. For example, a 


person with excessive anxiety 
might infer that he has committed 
a mistake the moment his boss 
sends word for him. 


Example 2: Sita, wife of Lord 
Rama had been held captive by 
the demon king Ravana. Hanu- 
man, an ardent devotee of Lord 
Rama, Jambuvan, the minister of 
King Sugriva, and others confer 
as to who should cross the ocean 
to save Sita. Everyone decides 
that Hanuman should take up the 
task. The ardous task ahead of 
him makes Hanuman helpless, 
and, filled with gloom, he retreats 
into solitude. The learned Jambu- 
van brings Hanuman out of his 
gloom. He points out to Hanuman 
all his hidden potentials. He recalls 
Hanuman’s attempts, even as a 
child, to reach for the Sun. Jam- 
buvan further goes on to recall the 
acts of valour displayed by Hanu- 
man earlier. This enables Hanu- 
man to realize his own strength. 
He regains confidence and com- 
pletes his mission successfully. 


The above excerpt from 
Ramayana can be helpful to boost 
up self confidence in depressed 
individuals A number of such ex- 
cerpts could be used in other situ- 
ations to produce therapeutic be- 
nefit. 


. Use of proverbs and quotations: 


Proverbs and quotations, like 
stories, can often be of therapeutic 
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value. They can provide insight 
to individuals about their emo- 
tional problems. The following are 
examples of some useful proverbs. 
The darkest hour comes before the 
dawn. 

Earth has no sorrow that heaven 
cannot heal. 

Every cloud has a silver lining. 
Time is a great healer. 


— The above four proverbs can be 


* 


Grass is green on the other side 
of the valley. 


Make hay while the sun shines. 


The last straw breaks the Camel’s 
back. 


To err is human. To forgive is divine. 
Look before you leap. 
Slow and steady wins the race. 


God helps those who help them- 
selves. 


used to Provide emotional support 3. Use of humour: Humour is a po- 
to individuals experiencing depres- tent tool to relieve emotional dis- 
m0n. tress. All of us like people who 
Bend like a willow. Don’t resist are cheerful and who can make 
like an oak. us cheerful. By using humour we 
- This proverb can be helpful to are substituting the negative emo- 
provide insight to an individual tion of sadness with the positive 
who has developed emotional prob- emotion of happiness. Humour 
lems because of rigid attitudes. is ies vee eee 
eves +5 conflicts, as was described in 
gag ese Scene work Chapter-III. Thus doctors could 
: he utilize humour in appropriate situ- 
~ This saying can facilitate to in- ations as a form of treatment. 
volve an emotionally disturbed in- . . 
dividual in meaningful activity, 4. Use of fine arts: Fine arts like 


thereby providing diversion from 
his disturbing thoughts. 


The following are the other prove- 


music, arts, poetry and literature 
can be helpful in many instances. 
They help in reducing the subjects’ 
preoccupation from his worries. 


rbs which can be similarly helpful. Further creative involvement in 


fine arts helps to enhance the self 
esteem of the subject. 


* Better late than never. 
* A stitch in time saves nine. 
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Section 5: Treatment Techniques for Certain Specific Problems 


Depressed Patients: Depressed pa- 
tients often present with bodily 
symptoms. Sometimes the depression 
itself is masked by somatic symptoms. 
Treatment should proceed on the 
following lines. 


a. Rule out a physical illness by a 
detailed physical examination. 
Some patients, however, might 
have both depressive illness and 
an associated physical illness. 
Treat the associated physical con- 
dition. 

b. Assess suicidal risk (see below). 
If the patient has strong suicidal 
intent, refer to specialist. 


c. Explore for stress factors as out- 
lined earlier. Enquire particularly 
about family problems, financial 
problems, interpersonal problems, 
recent losses or changes in life 
situation. 


d. Allow the person to ventilate/ 
abreact his emotional distress. 


e. Encourage the patient to pursue 
pleasurable activities. 


f. Help the person to improve his 
problem solving skills by discus- 
sing alternative solution to his 
problems. 


g. Some patients may require anti- 
depressant medication. You could 
use imipramine or amitriptyline 
in doses of 50-75 mg per day. 

h. It may be necessary to involve 


2. Anxious patients: 


the family members when the 
problem involves _ significant 
others. Discuss the problem with 
them and counsel them approp- 
riately. 

1. If the patient has severe suicidal 
ideas, if the depression does not 
respond within six weeks of treat- 
ment or if the depression is of a 
psychotic nature, patient should 
be referred to a specialist. 

Anxious pa- 
tients, like depressed patients, pre- 
sent with several bodily concomit- 
ants of anxiety. In addition, they 
display a great deal of concern 
over their bodily symptoms. Man- 
agement of the patient should in- 
clude the following steps: 

a. Rule out a physical illness. Some 
of the physical illnesses that man- 
ifest with symptoms of anxiety 
include thyrotoxicosis, ischemic 
heart disease and nutritional dis- 
orders like anaemia. 

b. Attempt to elicit the stress fac- 
tor that is causing the anxiety. 

c. Reassure the patient. Explain 
how mental upsets can produce 
bodily symptoms. 

d. Suggest to the patient to prac- 
tice relaxation. 


e. It may be necessary to use drugs. 
Minor tranquillizers like diazepam 
5-15 mg per day or alprozolam 
0.5-1.5 mg per day are helpful. 
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3. Suicidal patients: There is a popu- 
lar lay belief that people who talk 
about suicide do not execute it. 
This is not true. Every patient who 
expresses suicidal ideas must be 
carefully evaluated. 


a. Assess the cause for suicidal 


in what ways his living is mean- 
ingful to him and to others. 
For example, his children might 
be dependent on him. 


. Involve the family members or 


even friends to provide support 
and assistance to the patient. 


intent. Some of the factors that 
are related to suicidal intent 
include: chronic physical or 
psychiatric illnesses, financial 
problems, interpersonal prob- 


4. Patients with hysteria: While the 
general principles of management 
are similar to other neurosis, there 
are certain issues that need to be 
considered. 


lems, failure in examination, 
failure in love, or other major 
difficulties in life. Presence of 
depression especially is an im- 
portant preceding factor. 


b. Assess the degree of suicidal 
intent. At the first level, the 
person just express death 
wishes. At the second level, 
the person might actually want 
to die. At the third level, the 
person might make deliberate 
plans to end his life. Finally, 
the person might actually make 
a suicidal attempt. Jf the suic- 
idal intent is at the third or 
fourth level, the person should 
immediately be referred to a 
specialist. 

c. Allow the person to talk about 
his distress. Be supportive to 
the patient. Threats like “Com- 
mitting suicide is a sin” are 
better avoided. 

d. Point out to the person his 
positive qualities. Let him see 


a. Remove the symptom by 


suggestion or by using a 
placebo. Symptom removal will 
relieve the anxiety of the rela- 
tives. While there is no harm 
in using a placebo, this itself 
is not the ultimate treatment. 


. Explore for stress factors. En- 


quire from both the patient 
and family members individu- 
ally, and in a stepwise fashion. 
It is preferable for male doc- 
tors not to remain alone with 
young female patients with 
hysterical symptoms, The pre- 
sence of female staff is advis- 
able. 


. You may often notice that 


relatives are overconcerned 
and oversympathetic to the pa- 
tient. This may result in the 
continuation of the symptom. 
This is called secondary gain. 
Remove this by explaining to 
the relatives not to be over- 
sympathetic. 
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d. Help the patient deal with the 
stress factors as described in a 
previous chapter. 


e. In addition to placebo, some- 
times anxiolytics or anti-depre- 
ssants may be used if the person 
has symptoms of anxiety or 
depression. 


Emotional problems following 
sterilization: A sizeable proportion 
of women who undergo surgical 
sterilization present with neurotic 
symptoms. Such symptoms are 
noted even in males. Manage the 
patients on the following lines: 


a. Find out if the person was 
adequately motivated to un- 
dergo the procedure. Women 
who are poorly motivated often 
develop these symptoms. Exp- 
lain how the procedure is prin- 
cipally for the benefit of the 
patient and her family. 


b. Find out if the patient has any 


misconceptions about the pro- 
cedure. Symptoms are often a 
reflection of poor understand- 
ing of the procedure. Some 
women believe that sexual de- 
sire and performance are af- 
fected by tubectomy. Correct 
these misconceptions. 

c. Note if there are any other 
factors contributing to the 
symptoms. Often problems in 
the family are present, which 
are falsely attributed to the 
sterilization procedure. For 


example, an overburdened 
housewife may seek relief by 
the presentation of symptoms 
attributed to tubectomy. 


6. Patients with physical/psychosoma- 


tic illness: Treatment of physical/ 
psychosomatic problems should 
not stop at the physical manage- 
ment alone. 


a. Explore for any problem in life 
which may be contributing to 
or exacerbating the physical 
condition. 


b. Explain to the patient that even 
mental worries and tensions can 
produce bodily disorders. 
Teach the patient to practice 
relaxation. 


c. Use a minor tranquillizer or 
an antidepressant drug if the 
patient has anxiety or depres- 
sive symptoms. 


d. Treat the physical condition 
using appropriate methods 
without undue delay. This will 
prevent the possible complica- 
tions of the physical condition 
(e.g. perforation of a peptic 
ulcer) thereby preventing 
further morbidity. 


e. Encourage the patient to per- 
form his work and activities. 
Physical illnesses are not neces- 
sarily incompatible with work. 


. Patients with sexual neurosis (Dhat 


syndrome): Dhat syndrome is a 
form of neurosis that is often seen 
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in young males in our culture. 
Typically the person experiences 
guilt about masturbatory practices. 
A number of symptoms like weak- 
ness, loss of appetite, sleep distur- 
bance, poor memory, anxiety and 
depression are reported. These are 
attributed to the loss of semen 
due to masturbation, nocturnal dis- 
charge, or due to white discharge 
during urination. Treatment 
should proceed as follows: 


a. Provide adequate explanation 
about sexual physiology. Spec- 
ifically patients must be 
explained how sexual need is 
another need like hunger, thirst 
etc. and that there is no need 
to feel guilty about the gratifi- 
cation of this need. Educate 
the person that nocturnal dis- 
charge is natural and harmless. 


b. Remove the misconception that 
semen loss drains the energy 
out of the body. Semen is like 
any other body fluid. 

c. Use minor tranquillizers or 
antidepressants for _ short 
periods of time. 

d. Advise physical exercises or any 
other hobbies that help to gain 
self control. 


8. Patients with alcoholism: <A 


number of persons start using al- 
cohol on social occasions. Unfor- 
tunately some of them begin to 
use alcohol at levels which are 
detrimental to their physical and 


mental health. They become de- 
pendent on alcohol. Once they 
become dependent, they continue 
to drink, merely to prevent the 
unpleasant withdrawal effects. 
Management should proceed along 
the following lines: 


a. Carry out a detailed assessment 
to understand the causes as 
well as the effects of -al- 
coholism. Some of the mental 
effects of alcohol include anx- 
iety, depression, psychosis and 
less often, dangerous complica- 
tions like delirium tremens. 
Physical complications of pro- 
longed alcohol use consist of 
gastritis, anaemia, vitamin de- 
ficiencies, especially the B-com- 
plex vitamins, neuritis, hepatitis 
and cirrhosis of the liver. 

b. Detoxification: This is done by 
asking the subject to abstain 
from alcohol and at the same 
time prescribing drugs like 
diazepam in doses of 5-30 mg 
per day to bring down the with- 
drawal symptoms. Over time 
this is also gradually tapered. 


c. Treat the associated physical 
condition by using the approp- 
riate drugs. 

d. Explain the various adverse ef- 
fects of alcohol. Education is 
an important component of 
treatment. 


e. Explore for possible stress fac- 
tors related to his drinking. 


td 


THE HELPING PROCESS 


Help the individual deal with 
his difficulties through discus- 
sions. 


f. If the patient has serious mental 
effects (like confusion, head in 


jury, disorientation) or serious 
physical effects (like cirrhosis 
of the liver, peptic ulcer) refer 
immediately to the concerned 
specialist. 
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Some Questions about Psychotherapy 


1. Are psychotherapeutic and counsel- 


ling skills really necessary? Are 
not medicines available for all com- 
plaints? 


Answer: Medicines are not the sol- 
ution for all the human problems. 
For many emotional problems it 
is the sharing of the individual’s 
distress that is beneficial. Applica- 
tion of psychotherapeutic and 
counselling techniques forms a 
necessary component of patient 
care. 


. Are psychotherapeutic methods be- 
neficial only for patients with 
psychiatric disorders? 


Answer: These skills are useful in 
the management of many medical 
disorders as well. Further, some 
of these techniques like interview- 
ing skills are relevant even for 
day-to-day interaction of doctors 
and patients. 


. Do I become a_ psychotherapist 
once I put into practice the 
techniques that have been outlined? 


Answer: A doctor does not be- 
come a surgeon by merely reading 
about surgical techniques. One 


becomes a surgeon by a formal 
training in that area. Similarly, 
for one to become a full time 
psychotherapist, a formal training 
is necessary. However, just as the 
primary care physician’s compe- 
tence is increased by learning to 
treat various medical disorders, by 
practising psychotherapeutic and 
counselling skills, he becomes 
competent to handle emotional 
problems. 


. Will I be able to put into practice 


what I have learnt, especially in 
my busy outpatient clinic? 


Answer: Application of psycho- 
therapeutic techniques may entail 
spending a little more time with 
the patient than what the doctor 
conventionally does. But the effort 
is well worth it. Don’t doctors 
spend sufficient time to drain as 
abscess or carryout an internal 
examination? Even if one finds 
that there is limitation of time, it 
is the quality of interaction that 
is important. 


. How do I assess the prognosis in 


an individual patient? 
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Answer: An assessment of the 
prognosis is necessary so that the 
doctor does not get disheartened 
when the patient is not improving. 
Factors which indicate a good 
prognosis are (a) short duration 
of the problem (b) adequate ad- 
justment before the onset of the 
illness (c) occurrence of the disor- 
der following a recent stress (d) 
ability to be aware of one’s feelings 
and emotions (e) motivation to 
find solutions to life’s problems 
and (f) support from family mem- 
bers and society. 


. What could be the reasons for poor 


response to treatment? 


Answer: If the individual is not 
adequately responding to treat- 
ment, it may be due to any of 
the following reasons (a) the indi- 
vidual has a long standing problem 
(b) Severe and irremediable stres- 
sors are present (c) the individual 
has developed dependence on the 
therapist and expects the therapist 
to always solve his problems (d) 
the individual possibly has a 
psychosis which was missed during 
the initial evaluation. 


. When do I refer the patient to a 


specialist? 

Answer : Referral to a specialist 
is indicated in the following situ- 
ations: (a) when the individual is 
not making satisfactory progress 
or when his symptoms worsen (b) 
when the person develops severe 


. Does 


suicidal ideas (c) when the diag- 
nosis of the patient needs to be 
reviewed. 


learning and _ practicing 
psychotherapeutic skills benefit in 
any other way? 


Answer : Yes. Frequently know- 
ledge about psychotherapeutic 
principles enables the understand- 
ing of oneself. Thus it may enable 
the doctor to resolve his own per- 
sonal difficulties and make him 
emotionally more mature. 


. How do I become a good doctor? 


Answer : Health care professional 
may be more effective as care 
givers if they possess certain qual- 
ities. Acquiring these qualities and 
practicing them is as important as 
the application of the specific treat- 
ment method itself. The placebo 
effect, which is well-known in 
medicine occurs with psycho- 
therapeutic treatment as_ well. 
Some of the desirable therapist 
qualities are the following: 


a. Listening : It is essential to 
develop the art of listening. 
Listening has much more 
therapeutic effect than giving 
advice. Listening is not the 
same as hearing. In listening, 
you pay close attention to what 
the patient is saying. sometimes 
patients may convey important 
imformation in a subtle manner 
which may be missed if the 


APPENDICES 


interviewer is casual. Hence it 
is necessary that the doctor pay 
close attention to what the pa- 
tient is saying and look for 
subtle cues in the patient’s ver- 
bal and non verbal responses. 


. Empathy : Empathy is the abil- 
ity to understand the emotional 
State of another person by try- 
ing to put oneself in another 
person’s situation. This is diffe- 
rent from sympathy where the 
understanding is at a relatively 
superficial level. Empathic un- 
derstanding makes the patient 
feel that he has been under- 
stood, thereby reducing his dis- 
tress. 


. Sincerity : A sincere desire to 
help will go a long way towards 
patient’s improvement. Even 
if the patient’s condition is 
beyond remedy, the sincere 
attempts of the therapist are 
greatly appreciated by pa- 
tients. 


. Patience : Doctors who display 
patience are held in high regard 
by most individuals. Often we 
hear people remarking ‘‘Doctor 
X is very good. He has a lot 
of patience”. Patience enables 
a better understanding of the 
person’s difficulties. A doctor 
who is impatient might himself 
have emotional difficulties. 
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e. Positive regard for the patient 


: We often perceive some pa- 
tients as ‘likeable’ and im- 
mediately develop a positive 
regard for them. At the same 
time we tend to get irritated 
or annoyed by certain other 
patients’ complaints, which we 
may perceive as not being 
genuine. We also get upset at 
some patients who do not seem 
to readily understand or accept 
our explanations. It is desirable 
for us to maintain a positive 
regard for the patient regardless 
of the patient’s presenting prob- 
lems or socio-cultural charac- 
teristics. 


Confidentiality : It is of utmost 
importance that we treat the 
information provided by the pa- 
tient in strict confidence. We 
should avoid probing unneces- 
sarily about patients’ past ex- 
periences merely to fulfill our 
curiosity. Similarly we should 
resist the temptation of casually 
discussing a patient’s problem 
with friends or colleagues. 
When the patient desires that 
the information that he has 
revealed should not be discus- 
sed with the relatives, his wish 
has to be honoured. Breach of 
confidentiality may seriously 
jeopardize the doctor-patient 
relationship. 
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SUMMARY 


* Application of psychotherapeutic techniques forms an essential component 
of the management of many medical and psychiatric disorders. 


* These techniques could be routinely incorporated by primary care physicians 


in the management of their patients. Use of these techniques is not 
necessarily time consuming. 

* Certain qualities of health care professionals enhance their effectiveness 
as care givers. Listening, empathy, sincerity, positive regard, patience, 
and maintaining confidentiality are some of the desirable qualities. 
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Illustrative Case Histories 


Case I : Mrs. S., a 42 year old 
married lady presented to the hospital 
with episodes of altered consciousness 
and wild movements of the body and 
limbs during the attacks. The attacks 
were occurring everyday with a fre- 
quency of 3 to 5 attacks per day. 
Patient’s relatives initially took her 
to temples and faith healers, but 
there was no improvement in her 
condition. Finally, she was brought 
for psychiatric help. After a detailed 
psychiatric and physical evaluation, 
she was diagnosed to be suffering 
from hysteria with depressive fea- 
tures. 


In the initial sessions, the doctor 
established rapport with the patient 
by regularly interviewing her and en- 
quiring about her well-being. Simul- 
taneously, he tried to gather more 
information about the patient’s life 
situation and the cause for patient’s 
problems. Slowly the patient began 
to elaborate her difficulties to the 
doctor. Following marriage, patient 
and the husband were living along 
with husband’s parents. During this 
period, the patient was apparently 
illtreated by her in-laws for not bring- 
ing enough dowry. Patient’s husband 
was more preoccupied with his work 
and did not show sufficient concern 
about patient’s problems. Despite 
these problems patient continued to 
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cope up with her difficulties without 
developing an emotional disorder. 
After a few years patient and her 
husband separated from the family. 
However patient’s husband being a 
government employee, chose to live 
in the city while she and her children 
continued to live in the village. Thus 
patient continued to derive minimal 
emotional support from her husband, 
and she had to shoulder the respon- 
sibility of taking care of the children 
and also the agricultural work. It was 
when her difficulties became intoler- 
able that she developed emotional 
disturbance manifesting as hysteria 
and depression. 


During the subsequent sessions, 
the doctor continued to gather further 
information about her husband and 
children, at the same time allowing 
the patient to ventilate her difficulties 
and providing emotional support. As 
she ventilated her painful past experi- 
ences, she noticed a gradual relief 
from her depressive symptoms. The 
hysterical attacks also began to de- 
crease in frequency. The therapist 
felt the need to involve the patient's 
husband in the therapy. Initially pa- 
tient’s husband was interviewed to 
understand his perception of the pa- 
tient’s problem. He was observed to 
have a poor understanding of her 
difficulties. The nature of illness was 
COMMUNITY HEALTH CELB 
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Koramengala 
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clarified to the husband as well as 
his role in therapy. Gradually hus- 
band’s communication with the pa- 
tient increased and he became more 
supportive to the patient. The therapist 
further suggested the need to maintain 
this supportive attitude even after dis- 
charge. Husband promised to visit her 
more frequently and make arrange- 
ments for shifting the family to the 
city. At the time of discharge patient 
was asymptomatic and continued to 
maintain asymptomatic status when 
seen at follow up visits. 


Case 2: A 26 year old married lady 
of middle class background presented 
to the hospital with history of inability 
to speak, which was of sudden onset. 
On examination, patient was con- 
scious and appeared well oriented. 
However, patient did not speak de- 
spite persuasion. Neurological exami- 
nation was normal. Patient did not 
seem to show any distress about her 
symptom even though relatives ap- 
peared over-anxious. She was admit- 
ted for further management. Initial 
interviews with the relatives elicit the 
cause of her illness proved unproduc- 
tive. The doctor reassured the rela- 
tives to allay their excessive anxiety 
and conveyed that patient’s symptoms 
were not life threatening in any way. 
He further suggested that emotional 
problems might sometimes produce 
such symptoms and that it required 
some more time to understand the 
cause of patient’s difficulty. 
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In the initial sessions, the doctor 
attempted to establish rapport. Even 
though the patient remained mute, 
the therapist greeted the patient 
everyday and conveyed his genuine 
desire to help her. This facilitated 
the patient’s speaking. When the pa- 
tient spoke, her first utterance was 
“T should not have been married’’. 
This suggested to the therapist that 
the patient’s main difficulty lay in 
the marital area, and he made further 
explorations in a gentle manner. 
Slowly the patient began to communi- 
cate further. She reported that she 
had been married for three years and 
had not yet conceived. Her in-laws 
were apparently upset about this and 
they had begun to display their dis- 
satisfaction by openly rejecting the 
patient. Just prior to the onset of 
patient’s symptoms, the patient’s in- 
laws had begun to make arrangements 
for patient’s husbands’ remarriage. 
This brought on the patient’s sudden 
loss of speech. 


In the subsequent sessions an 
attempt was made to elicit the pos- 
sible reason for patient’s failure to 
conceive. Patient reported that her 
sexual relationship with her husband 
was unsatisfactory as a result of pre- 
mature ejaculation. When the hus- 
band was interviewed about this, he 
acknowledged this difficulty. It was 
soon evident that this problem was 
the result of patient’s husband’s poor 
sexual knowledge. Patient’s husband 
was educated about the proper 
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approach to sexual intercourse. Both 
the husband and the in-laws were 
explained that patient’s problem was 
caused by emotional difficulties. 
Gradually a change in attitude of the 
relatives towards the patient was ob- 
served. By the end of one week, 
patient had improved markedly and 
was discharged. 


In the subsequent six months, 
patient came for two follow up visits. 
She reported satisfacotry adjustment 
with the husband and in-laws. Her 
sexual relationship with the husband 


had become normal and she had 


conceived successfully. 


Case 3: Mrs. S., a 32 year old lady 
of middle class background was 
brought by her husband with com- 
plaints of being sad, not sleeping 
properly, becoming irritable towards 
her husband and children, and scold- 
ing her children for trivial reasons. 
Following a detailed evaluation, she 
was found to be suffering from depre- 
ssion. She was advised to come every 
week for further understanding and 
management of her problem. 


As the patient began to talk 
more about her problems, she began 
to express dejection at having been 
married. She openly blamed her hus- 
band for all her troubles. She felt 
that her husband was indifferent to- 
wards her needs and did not care 
for her. When the husband was inter- 
viewed, he in turn accused his wife 


as being callous and ununderstanding. 
He too reported being unhappy ever 
since marriage. The couple even 
began to exchange hostilities in the 
presence of the therapist. 


It was evident to the therapist 
that the problem he was dealing with 
was one of marital disharmony. In 
the subsequent sessions attempts were 
made to understand the nature of 
disharmony. Patient’s husband re- 
ported that he had lost his mother 
very early in life and was brought 
up by an authoritarian father who 
lacked warmth. In the marital re- 
lationship, he expected his wife to 
show the warmth which he did not 
get from his mother. The patient 
however, found that her husband’s 
expectations were excessive. Further 
her display of warmth did not receive 
appreciation from the husband, re- 
sulting in her being dissatisfied. This 
resulted in a vicious cycle, with both 
partners blaming each other of being 
uncaring. The disharmony was further 
worsened by certain differences in 
the social customs and practices of 
the two families, resulting in each 
family ridiculing the other. 


The doctor noted the lack of 
proper communication between the 
couple. The couple had failed to 
communicate each other’s needs and 
expectations clearly. This was pointed 
out to them. The therapist also iden- 
tified certain extremely negative state- 
ments being used by both of them 
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and suggested that they be avoided. 
For example, use of statement like 
“she is always like this”, ‘“‘he never 
understands” etc. The couple were 
made to understand the need to ap- 
preciate each other’s positive qualities 
and to convey this appreciation 
through words and action. The 
therapist also identified joint activities 
which both of them liked. Taking 
the children out for a walk, going 
to the market, going to cinema and 
tidying the house were reported as 
mutually satisfying. These activities 
were encouraged. 


Over the course of fifteen ses- 
sions, a notable improvement in com- 
munication between the couple was 
observed. Both had learnt to look 
at and appreciate the positive aspects 
of each other. They had also learnt 
to understand and satisfy each other’s 
needs. This resulted in a relief of 
the emotional distress and a satisfac- 
tory marital adjustment. 


Case 4: Mrs. M, a 30 year old married 
lady presented to the hospital with 
attacks of ‘fits’ of three days duration. 
The attacks were occurring with a 
frequency of 8 — 10 per day. During 
attacks there were asymmetric move- 
ments of the hands and legs. There 
was no frothing, tongue bite, injury 
Or incontinence during the attacks. 
Detailed physical examination did not 
reveal any organic cause for her at- 
tacks. 


During the therapy sessions with 
the doctor, patient mentioned that 
she had a distant relative who had 
similar complaints. She also hinted 
that her husband was paying more 
attention to her and staying at home 
after the onset of symptoms. This 
suggested to the therapist that pa- 
tient’s relationship with her husband 
was perhaps less warm prior to the 
onset of her symptoms. On further 
probing patient reported that her hus- 
band had an extramarital relationship. 
She also reported confronting her 
husband about this, but her husband 
apparently paid no attention to her 
concerns. While narrating this pa- 
tient became visibly distressed and 
began to weep. The therapist con- 
veyed his sympathies and assured 
her that he would clarify the issue 
from her husband. During the sub- 
sequent sessions, the _ therapist 
further enabled the patient to ven- 
tilate her difficulties. 


The attacks of pseudoseizures 
began to decrease in frequency, and 
stopped totally by the end of one 
week’s treatment. The therapist spoke 
to the husband, who acknowledged 
having extramarital _ relationships. 
Husband was counselled about the 
nature and cause of patient’s problem. 


Patient was last seen six months 
after discharge. She reported satisfac- 
tory marital relationship and was free 
of any symptoms. 
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Glossary 


. ABREACTION : A treatment 
technique in which the patient 
discharges his repressed emotions 
by reliving the experiences that 
were buried in the unconscious 
(see also VENTILATION). 


. ADJUSTMENT REACTION : 
Psychiatric disorders, usually 
short lasting that result following 
the occurrence of stressful events. 
They usually present with anxiety 
and depressive symptoms. If such 
reactions present with psychotic 
symptoms, they are called reac- 
tive psychoses. 


. ADVICE : Recommendation re- 
garding an opinion or course of 
conduct. 


. AFFECT : Any experience of 
feeling or emotion. The term af- 
fect is generally applied to short 
lasting emotional states while the 
more persistent emotional state 
is termed mood. (see also EMO- 
TION AND FEELING). 


. ANXIETY : An unpleasant feel- 
ing that something untoward or 
dreadful is going to occur. This 
feeling is often accompanied by 
bodily symptoms like _ palpita- 
tions, Sweating, tremors, etc. 


_ BEHAVIOUR THERAPY : A 
form of psychological treatment 


10. 


based on the principles of learn- 
ing. The aim of treatment is to 
make the person learn desired 
behaviour and unlearn undesired 
behaviour. 


. CONFLICT : Mental struggle or 


tension arising from the clash of 
opposing demands, drives and im- 
pluses. 


. COPING MECHANISM : Con- 


scious mental or behavioural 
strategies that are employed to 
deal with or mitigate the effect 
of stress factors. (see also DE- 
FENSE MECHANISM). 


. COUNSELLING : Professional 


assistance provided to an indi- 
vidual to help deal with his prob- 
lems. It consists of such 
techniques as guidance, advice 
and discussion. In contrast to 
psychotherapy, no attempts are 
made at an in-depth understand- 
ing of the subjects’ conflicts, de- 
fenses etc. (see also 
PSYCHOTHERAPY). 


DEFENCE MECHANISM : Men- 
tal processes which are generally 
unconscious and which serve the 
purpose of protecting the indi- 
vidual from anxiety generated by 
intrapsychic conflicts. (see also 
COPING MECHANISMS). 
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DEPENDENCE A state in 
which assistance is sought more 
or less continuously for various 
needs. 


DEPRESSION : An emotional 
state principally characterized by 
feelings of sadness. This state is 
often accompanied by other fea- 


‘tures like lack of interest, lack 


of energy, crying and various bod- 
ily symptoms. 


EDUCATION : The process of 
providing knowledge, skills and 
competence. In _ psychotherapy 
especially, it refers to the process 
of removing the patient’s miscon- 
ceptions and providing know- 
ledge about the nature and source 
of the problem or disorder. 


EMOTION : A stirred up bodily 
state in response to a stimulus. 
It has both psychological (e.g. 
anxiety, apprehension, lack of 
concentration, etc) and 
physiological (e.g. palpitations, 
dizziness, hot and cold spells, 
etc.) components. (See also AF- 
FECT & FEELING) 


EMPATHY : The understanding 
of another person’s thoughts and 
feelings by trying to put oneself 
in the other person’s situation. 
(See also SYMPATHY). 


ENVIRONMENTAL MANIPU- 
LATION : A technique in 
psychotherapy where attempts 
are made to change or modify 
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the environment with the aim of 
relieving or reducing the patients’ 
symptoms. For example, removal 
of a patient from a stressful situ- 
ation or suggesting a vacation. 


FEEDBACK : A direct response 
by an individual or a group to 
another person’s behaviour or 
performance. Feedback enables 
a person to rectify his errors 
which he may not be fully aware 
of. 


FEELINGS : A positive or nega- 
tive reaction to a stimulus. It 
need not always be associated 
with physiological symptoms as 
in emotion. (See also AFFECT 
& EMOTION). 


FRUSTRATION : The emotional 
state that results from the thwart- 
ing of desires, impulses or actions 
by internal or external forces. 


GRIEF : A distressing state 
of sadness that ocurs in response 
to a significant loss. The condi- 
tion is usually transient but 
may occasionally become pro- 
longed. 


GROUP PSYCHOTHERAPY : 
A form of psychotherapy where 
two or more patients interact in 
the presence of the psychotherapist 
who facilitates the interaction. 
There is an intimate sharing of 
feelings, ideas, and experiences 
in an atmosphere of mutual re- 
spect and understanding. 
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HYSTERIA : A form of neurosis, 
commonly seen in women where 
unconscious conflicts are con- 
verted into physical symptoms. 
These symptoms may be of con- 
version type (e.g. paralysis, tre- 
mors, aphonia, etc.) or dissocia- 
tion type (e.g. amnesias, fugues, 
etc.) 


IMPULSE : A strong and some- 
times irresistible urge to act with- 
out deliberation. 


INSIGHT : An awareness and 
understanding of the cause of 
one’s emotional problem. De- 
velopment of insight is an impor- 
tant component in the process of 
improvement. 


LEARNING : The process of 
acquiring new and relatively en- 
during information, behaviour 
patterns and abilities. Behaviour 
therapy is based on the principles 
of learning. (See also BE- 
HAVIOUR THERAPY). 


MALADAPTIVE BEHAVIOUR 
: Behaviour: that is detrimental 
to a person, group or society. 


MANIPULATION : Behaviour 
that is designed to exploit or 
control others. e.g. weeping, 
throwing a tantrum or threatening 
suicide. 


MENTAL HEALTH : A state 
of mind characterized by emo- 
tional well-being, a capacity to 
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establish constructive  relation- 
ships and cope with ordinary de- 
mands and stressors of life. 


NEUROSES : A group of disor- 
ders that present with psycholog- 
ical and bodily complaints. They 
are also called as minor mental 
disorders. Anxiety, depression 
and hysteria are common forms 
of neuroses. In contrast to psych- 
oses, delusions, hallucinations 
and gross disturbances in social 
and occupational functioning are 
absent in neuroses. (see also 
PSYCHOSES). 


OCCUPATIONAL THERAPY : 
A form of treatment of psychiat- 
ric disorders which consists of 
providing a structured occupation 
of the patient. Work removes 
the patients’ preoccupation from 
his symptoms and increases the 
person’s self esteem. 


PERSONALITY : The complex 
characteristics of a person which 
include such components like 
thinking, feeling, behaviour etc., 
which are unique to the individual 
and determine his adaptation. 


PERSUASION : A component 
in psychotherapy where change 
in a person’s thinking, feeling 
and behaviour are brought about 
by appealing to reason. 


PRESTIGE SUGGESTION: 
Suggestion that is effective 
through the prestige or authority 
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of the physician. (See also 


SUGGESTION), 


PRIMARY GAIN: Reduction of 
anxiety or tension through a 
neurotic illness (See also SEC- 
ONDARY GAIN). 


PSYCHIATRY The medical 
speciality that is concerned with 
the study, diagnosis, treatment 
and prevention of mental and 
emotional disorders. 


PSYCHIATRIC TEAM : A mul- 
tidisciplinary treatment team 
which usually consists of psychiat- 
rists, Clinical - psychologists, 
psychiatric social workers and 
psychiatric nurses. 


PSYCHOANALYSIS : A form 
of psychotherapy developed by 
Sigmund Freud. This form of 
therapy is based on the psycho- 
sexual theory of personality de- 
velopment described by Freud. 
The therapy, which is mainly used 
in persons with neuroses, aims 
to bring about lasting modifica- 
tions in personality. 


PSYCHOLOGY : The branch of . 


science that deals with the study 
of mental processes and behaviour. 
The relationship between psycho- 
logy and psychiatry is that akin 
to physiology and medicine. (See 
also PSYCHIATRY). 


PSYCHOSES : Severe forms of 
mental disorders characterized by 
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marked behavioural disturbances, 
presence of delusions and/or hal- 
lucinations and absence of in- 
sight. Social and occupational 
functioning are usually severely 
disturbed. (See also NEUROSES). 


PSYCHOSOMATIC  DISOR- 
DERS : Disorders involving dif- 
ferent bodily systems where 
psychological factors are pre- 
sumed to have a strong causal 
role. These disorders must be 
distinguished from neurotic disor- 
ders which also manifest bodily 
complaints. In psychosomatic dis- 
orders, there is a definite lesion 
in the target organ or a specific 
pathophysiological process. Con- 
ditions like bronchial asthma, 
hypertension, peptic ulcer, ul- 
cerative colitis are grouped under 
psychosomatic disorders. 


PSYCHOTHERAPY : The treat- 
ment of various mental and emo- 
tional disorders by psychological 
means, by bringing about change 
in feelings, attitudes and be- 
haviour. 


RAPPORT : The development 
of a warm and confiding relation- 
ship between the therapist and 
the patient. Establishment of rap- 
port is the first step in the prog- 
ress of therapy. 


REASSURANCE : A technique 
in psychotherapy which involves 
relieving on individual’s anxiety 
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and restoring confidence through 
appropriate statements. 


Addi- 
tional advantages derived from a 
neurotic illness other than the 
primary gain of relieving anxiety. 
e.g. extra attention, sympathy, 
avoidance of work etc. (See also 
PRIMARY GAIN). 


STRESS As applied in 
psychiatry it refers to any factor 
Or event that produces mental 
disequilibrium and necessitates 
adaptive changes. 


SUGGESTION : A component 
of psychotherapy characterized 
by the uncritical acceptance by 
the patient, of ideas, attitudes 
and beliefs put forth by the 
therapist. 


SUPPORTIVE PSYCHO- 
THERAPY : A form of psycho- 


‘therapy that seeks to strengthen 
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the patient’s defenses and to re- 
duce the detrimental external fac- 
tors that act as sources of stress. 
No attempts are made at in-depth 
exploration. 


SYMPATHY : Compassion for 
an individual experiencing dis- 
tress. The depth of understanding 
is relatively lesser compared to 
empathy. (See also EMPATHY). 


UNCONSCIOUS : That part of 
the mind that contains memories, 
wishes, conflicts etc, that are not 
immediately accessible to aware- 
ness but which affect thought and 
behaviour. 


VENTILATION : Verbal expres- 
sion of mental or emotional con- 
flicts leading to reduction in men- 
tal tension. The process is similar 
to abreaction, but the emotional 
discharge is less intense. (See 
also ABREACTION). 
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